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Comprehensive State Plan 2002-2008
Executive Summary

The Comprehensive State Plan 2002- 2008 fulfills the requirement in §37.1-48.1 of the Code of
Virginia to produce a six-year plan for mental hedlth, mentd retardation, and substance abuse services.
By datute, the Comprehensive State Plan must identify the services and supports needs of persons with
menta illnesses, menta retardation, or acohol or other drug dependence or abuse problems across the
Commonwedlth; define resource requirements; and propose strategies to address these needs.

Mission: The Department of Mental Hedlth, Mental Retardation and Substance Abuse Services (the
Department) is committed to improving the quality of life and sdlf- sufficiency of people with serious
mentd illnesses, serious emotiond disturbances, mentd retardation, developmenta delays, and a cohol
and other drug dependence (addiction) or abuse problems and to preventing, to the greatest extent
possible, the devastating personal, socia, and economic consequences of mentd disgbilities and
addictions to or abuse of acohol and other drugs. The Department accomplishes this mission by
providing for high qudity, home and community-centered, and outcome-oriented services at a
reasonable cost. Thisis achieved through a coordinated and managed system of care that respects and
promotes the dignity, rights, and full participation of individuals who need services and their families.

Values and Principles I nfluencing the Services System: In Building Virginia’s Future A Time
for All Virginians: A Strategic Plan for the Commonwealth of Virginia, 1999, Governor Gilmore
articulated his vison and gods for the Commonwedth. The gods for health and human resources are to
ddiver high-qudity hedth and human services for Virginians, foster programs that engender persond
respongbility, and promote policies that strengthen families, preventing a downward spira toward
government dependency.

The goals of the Governor’s Five Point Plan for the Future of Mental Health in Virginia are to
improve the quality of care and conditions at Virginia s state menta health and menta retardation
facilities and to strengthen community- based resources for care and trestment of individuals with mental
dissbilities.

Vaues and principles of the Health and Human Resources Secretariat include: market- oriented and more
flexible government, greater emphasis on citizen involvement, increased coordination and collaboration
among state agencies, greater focus on program outcomes and improvements in quality of care,
promoation of performance improvement and professiond integrity, and emphasis on boosting
independence and self-aufficiency of individuds

Services System Characteristicsand Trends: Title 37.1 of the Code of Virginia establishesthe
Department as the state authority for acoholism, drug abuse, menta health, and menta retardation
sarvices. Asthe state authority, the Department assures that efficient, accountable, and effective services
are available for citizens with the most serious mentd disabilities.

By gatute, the State Mental Hedlth, Mental Retardation and Substance Abuse Services Board offers
policy direction for Virginia s services sysem. The Department’s Centrd Office provides system
leadership, direction, and accountability through a variety of functions, including policy interpretation and



implementation, Srategic planning, licensing, human rights, technica guidance, operationd oversight and
monitoring, funding, performance contracting, risk management and qudity assurance, research and
evauation, and aff development and training.

Virginia s publidy-supported services system includes 15 state facilities and 40 community services
boards (CSBs). Community services boards are established by loca governments and are responsible
for ddivering community-based mental hedth, mental retardation, and substance abuse sarvices, either
directly or through contracts with private providers. They are the single point of responsibility and
authority for assessing consumer needs, accessing a comprehensive array of services and supports, and
managing state-controlled funds for community-based services.

e InFY 2000, 118,210 persons received mental health services, 22,036 individuas received menta
retardation services; and 61,361 people received substance abuse services provided through CSBs.
These are unduplicated numbers of consumers.

(0%

Between FY 1986 and FY 2000, the number of people recelving various CSB services grew from
208,453 to 295,227, a 42 percent increase. Thisisnot an unduplicated count becauise many
individuals receive more than one service.

€ Between FY 1986 and FY 2000, total CSB resources increased from $147.5 million to $525
million (not including Medicad MR Waiver payments to private providers), a 257 percent increase.

State mentad hedlth and menta retardetion facilities provide highly-structured intensive inpatient treatment
and habilitation services. State menta hedlth facilities provide arange of psychiatric, psychologicd,
psychosocid rehabilitation, nursing, support, and ancillary services. Speciaized programs are provided
for geriatric, child and adolescent, and forensic patients. Menta retardation training centers provide
resdentia care and training in areas such as language, sdf-care, independent living, socidization,
academic skills, and motor development. The Hiram Davis Medical Center provides medical careto
date facility patients and residents. Current operating bed capacities are 1,883 for state mental health
fadilitiesand 1,706 for mental retardetion training centers.

€ Since FY1996, the average daily census at the state mental health facilities declined by 581 or 26
percent (from 2,222 to 1,641), the number of admissions declined by 2,245 or 30 percent (from
7,468 to 5,223) and the number of separations declined by 2,353 or 31 percent (from 7,529 to
5,176).

e SinceFY 1996, the average daily census at the state mental retardation training centers declined by
451 or 21 percent (from 2,131 to 1,680).

Between FY 1986 and FY 2001, total state mental health and mentd retardation facility resources
increased from $263,641,832 to $473,462,300, an 80 percent increase.

FY 2000 funding for Virginid s publicly-funded services system from al sources (rounded and in
millions), induding the Department’ s find adjusted appropriation, local matching funds, al fees, and
Medicaid MR Waiver payments to private vendors totaled $1.106.4 billion, of which $602.4 million
(54.4 percent) was dlocated to CSBs, $461.9 million (41.7 percent) was dlocated to state mental

hedth and menta retardation facilities, and $42.1 million (3.8 percent) was alocated to the Department’s
Centrd Office.



Estimated Prevalence: The Comprehensive State Plan for 2002- 2008 applies prevaence rates from
nationa epidemiologicd studiesto Virginia 2000 Census data to extrgpolate the estimated prevalencein
Virginiafor adults with serious menta illness, children and adolescents with or at risk of serious emotiona
disturbances, individuas with mentd retardetion, and individuals with substance dependence or abuse.

e Approximady 233,189 Virginia adults are estimated to have had a serious mentd illness a any time
during the past year.

e Between 79,687 and 97,395 Virginia children and adolescents are estimated to have a serious
emotiond disturbance. Between 44,271 and 61,979 of these children and adolescents exhibit
extreme impairment.

Between 26-191 and 41,763 Virginians are estimated to have mild mentd retardation, 14,157 have
moderate mental retardation, 9,202 have severe mentd retardation; and 2,831 have profound
mental retardation.

(0]

e Approximately 97,943 Virginia adults and adolescents (age ten and older) are estimated to have
drug dependence and 226,494 are estimated to have alcohol dependence.

In reviewing these estimated prevalence rates, it isimportant to recognize that only a portion of
individuals with diagnosable disorders will need to receive services & any given time and an even smdler
portion will require or seek services from the public sector.

Documented Unmet Service Demand: To document current demand for community menta heglth,
menta retardation, and substance abuse services, CSBs used awaiting list data base to provide specific
information about each individua whom they determined needed but was not currently receiving
community services. The following table displays counts of individuas on CSB waiting lists as of April 2,
2001. This point-in-time methodology for documenting unmet service demand represents a consarvative
count because it does not identify the number of personsin need of services over the course of ayear.
Nor doesit include individuals whose service needs are not known to and assessed by the CSBs.

Numbers of Individuals on CSB Waiting Lists for Services by Population

April 2, 2001
Numberson CSB Numberson CSB Total
Waiting ListsWho Waiting ListsWho Numberson
Population AreNOT Receiving ARE Recelving CSB Waiting
CSB Services Some CSB Services Lists

Adults with Serious Mental IlInesses 593 3,865 4,458
Children & Adolescentswith or At Risk of 312 1,037 1,349
Serious Emotional Disturbance
Individuals with Mental Retardation 892 3,324 4,216
Adults with Substance Dependence or Abuse 585 1,601 2,186
Adolescents with Substance Dependence or 65 280 345
Abuse
Total 2447 10,207 1254




For this Comprehensive State Plan, an individuaized state facility discharge data base was created to
Identify, on aquarterly basis

e pdientsin gate mentd hedth facilities who have been determined to be ready for discharge if
community services were available, and

e training center resdents for whom there was agreement by the resident or his legdly authorized
representative to be discharged to community services and supports.

The following tables display the number of patients determined to be ready for discharge from state mentd
health facilities and the number of residents identified as choosing to be discharged from training centers.

Number of Patientsin Mental Health Facilities | dentified as Ready for Discharge by Facility
June 30, 2001

State Mental Health Facility Patients State Mental Health Facility Patients
Catawba Hospital 29 Piedmont Geriatric Hospital 17
Central State Hospital 24 Southern VirginiaMH Institute 10
Commonwealth Center for Child. & Ad. 0 Southwestern VirginiaMH Institute 4
Eastern State Hospital 30 Western State Hospital 5
Northern VirginiaMH Institute 18 Total 137

Number of Residentsin Mental Retardation Training Centers |dentified as Choosing Dischar ge
June 30, 2001

Training Center Residents Training Center Residents
Central Virginia Training Center 130 Southside Virginia Training Center 25
Northern Virginia Training Center 15 Southwestern Virginia Training Center 5
Southeastern Virginia Training Center 81 Total 256

Goals and Future Directions for the Services System: The Comprehensive State Plan for 2002-
2008 proposes a number of actions to enhance and improve Virginia s current services system, including
the following goals, objectives and Strategies.

€ Accessto Care: Expand accessto afull range of community-based mental hedth, mentd
retardation, and substance abuse services by:
€ addressing current service demand,
€ deveoping targeted treatment and prevention services, and
€ addressing access issues of specific populations, including
older adults,
children and youth,
. personswith dua diagnoses of mentd illness and menta retardation,
. personsrequiring opioid trestment,
. personsinvolved with the crimind justice system, and
. personswho are deaf, hard- of-hearing, late deafened, or deafblind.

v
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Continuity of State Facility and Community-Based Care: Promote and facilitate continuity of
date facility and community-based care by:

e
a
a

&
&

improving and standardizing preadmission screening practices,

expanding and enhancing diverson projects, and

implementing uniform discharge planning protocols and practices and standardized discharge
plan data across dl CSBs and with dl state facilities,

resolving systemic barriers to discharge, and

providing individualized services for state mental heslth facility patients who have been identified
asclinicaly ready for discharge and Sate training center residents who have chosen community
sarvices and supports instead of continued training center placement.

Consumer and Family Involvement, Education, and Training: Enhance consumer and family
involvement in al aspects of Virginia s services system by:

&
&
&

&
&

providing opportunities for consumers and families to voice concerns and resolve issues,
developing consumer and family education and training regarding their illnesses and trestments;
fadilitating consumer and family involvement in state and loca policy making and operationd
activities,

linking consumers and families to available resources; and

promoting substance abuse consumer advocacy.

Service Quality, Responsiveness, and Effectiveness: Improve service qudity, responsveness, and
effectiveness across Virginia s services system by;

&

&

D:

protecting the individua human rights of individuas receiving menta health, menta retardation,
and substance abuse sarvices in Sate facilities and community programs,

complying with state facility active trestment and habilitation clinica care expectations and
uniform dinica guiddines;

promoting implementation of evidence-based clinicd practicesin sate facilities and CSBs,
enhancing medications managemernt;

implementing a systemic, organization-wide approach to quality improvemernt through the
Performance and Outcomes Measurement System (POMS), the Department’ s Quality Council,
and peer review activities, and

providing oversight and monitoring of state facility operations, potentia risks and ligbilities, CSB
performance requirements, human rights protections, and licensing requirements.

Human Resources Management and Development: Implement a systemic and integrated
response to critica workforce management and human resources devel opment issues facing the
services system by:

&
&
&

developing methodologies for forecasting future workforce demand for specific postions;
recruiting difficult-to-fill postions,
retaining services system employees in competitive markets,
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&

&
&
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promoting the cultural competence of workforce employees,

matching employee skills and appropriate professond practice guiddinesto clinica services
needs;

creating opportunities for workforce training, professond growth, and staff development; and
developing an early intervention workforce that meets practice guiddines.

Care Utilization Management to Assure Appropriateness of Services. Implement care utilization

management technologies and practicesto:

&

e
a
e

D/

e
a

&

D/

e

&
&
&

assure the gppropriateness of services provided to specific individuds,

promote positive outcomes,

assure adherence to professonadly-recognized clinica practices, and

achieve market- based efficiencies in service delivery and management through inpatient
psychiatric services utilization management, management of targeted community funding pools,
and Medicad MR Waiver preauthorization.

System Design and Integration: Enhance services systiem integration by:

promoting provider development;

improving understanding of condiitions affecting private provider participation in the publidy-
funded services sysem,;

enhancing the critica care coordination functions of CSBs,

providing appropriate oversght of services not funded by the Department;

improving relationships with other agencies and systems providing services and supports to
individuals with mental disabilities or substance abuse or dependence, especidly in areas such as
Medicaid, socid services, housing, primary hedth care, and vocationa assstance; and

supporting the Department’ s linkage with locd governments and the CSBs.

System Administration: Respond to system administration requirements by:

achieving compliance with the Hedlth Insurance Portability and Accountability Act (HIPAA) and
new federal block grant requirements;

improving the service system’s use of information technologies,
dandardizing, dreamlining, and integrating information reporting requirements; and
addressing date facility infrastructure requirements and capital outlay improvements.

Resource Requirements: The Comprehensve State Plan 2002-2008 has identified responses to the
critic issuesfacing Virginid s services sysem. The following table summarizes 2002- 2004 biennium total
resource requirements, including non-generd funds, identified by the Department:

Proposed Initiative FY 2003 FY 2004 Biennium Total
or Request GF NGF SGF NGF GF NGF
Enhance MR Training Center 4,609,696 4,858,001 6,921,467 7294,296 11,531,163 1,215,297
Staffing
Discharge 70 State MH 4,956,000 4,956,000 9,912,000
Facility Patients




Proposed Initiative FY 2003 FY 2004 Biennium Total
or Request SGF NGF SGF NGF SGF NGF

Discharge 100 MR Training 3,552,000 3,696,980 3,552,000 3,696,980 7,104,000 7,393,960
Center Residents*
Enhance Region |V Acute 500,000 500,000 1,000,000
Care Project
Enhance DAD Project 105,545 216,050 321,595
Fund Community MH 4,727,000 | 1,760,693 ** 9,454,000 | 3,521,386 ** 14,181,000 5,282,079 **
Servicesto Address CSB
Waiting Lists
Fund Community SA 1,872,450 280,590 ** 3,744,900 651,180 ** 5,617,350 841,770 **
Servicesto Address CSB
Waiting Lists
Develop a Secure Primary SA 1,000,000 560,000 1,560,000
Diversion Program
Fund Community MR 3,617,675 | 1,256,909 ** 7,235,350 | 2,513,818 ** 10,853,025 3,770,727
Services For Non-Waiver
Eligible Individuals on CSB
Waiting Lists
Provide Start-Up Funds for 800,000 600,000 1,400,000
MR Waiver Services
Provide MH, MR, and SA 1,175,461 342,192 ** 2,350,922 648,384 ** 3,526,383 990,576 **
Case Management Services
Expand Community 1,500,000 300,000 ** 1,500,000 300,000 ** 3,000,000 600,000 **
Psychiatric Services
Add Two PACT Teams 1,400,000 1,400,000 2,800,000
Establish Prevention 1,500,000 1,500,000 3,000,000
Programs
Expand Accessin CSBs to 3,700,000 3,700,000 7,400,000
Atypical Medications
Replicate NVTC Center for 1,800,000 1,400,000 3,200,000
Excellence at Four Training
Centers
Implement Southern Virginia 6,010,000 4,625,000 10,635,000
Regional Community
Capacity Initiative
Implement Eastern Virginia 8,299,302 | 1,229,270 ** 8,299,302 | 1,229,270 ** 16,598,604 2,458,540 **
Regional Community
Capacity Initiative
Implement Crisis Stabilization 1,443,174 1,111,200 2,554,374
Programsin Regions |V and |
Provide Targeted MH and 1,471,832 1,471,832 2,943,664
SA Servicesin Jails and
Juvenile Detention Centers

Vil




Proposed Initiative FY 2003 FY 2004 Biennium Total

or Request SGF NGF SGF NGF SGF NGF

Create a Secure Juvenile MH 6,903,952 1,840,051 8,744,003
Treatment Program
Increase the Number of 340,000 680,000 1,020,000
Human Rights Advocates
Increase the Number of 245,450 225,450 470,900
Licensing Specialists
Achieve Compliance with 3,410,004 1,288,004 4,698,008
HIPAA
Implement a Sexually Violent 9,945,149 4,899,049 14,844,198
Predators Program
Address Increased State 2,000,000 2,000,000 4,000,000
Facility Energy Costs
Fund Phase Two FMS I 217,375 161,775 379,150
Implementation
Address General Fund 13,700,000 13,700,000 27,400,000
Medicaid Match Shortfall
Address Existing ESH 1,200,000 1,200,000 2,400,000
Budget Shortfall
TOTAL $92,002,065 | $13,724,635 | $91,092,352 | $19,855,314 | $183,094,417 $22,552,949

Notes:

*  These funds would be appropriated to the Department of Medical Assistance Services.

**  Non-genera funds include anticipated Medicaid and third party payer fees, direct client fees, and other
revenues for community services.

Terrorism-Related Service and | nfrastructure Requirements: With the September 11™ terrorist
attack and subsequent events, the current missions of state menta health authorities and CSBs have been
chdlenged. Along with maintaining traditiona responghilities for serving adults with the most serious
mentd illnesses and youth with serious emotiona disturbance, state and local menta health providers are
finding themselves called upon to provide outreach and targeted interventions to personsin the generd
public who are experiencing fears, anxieties, and depression arising from the recent terrorism events.

The Comprehensive State Plan 2002-2008 summarizes the Department’ s recent assessment of the
terrorism-related menta hedlth and substance abuse service needsin Virginia. This assessment includes a
description of menta hedth and substance abuse interventions by 72 community and menta hedlth
organizations in the Northern Virginia region since the September 11™ terrorist attacks. The Northern
Virginia CSBs edtimate that 35,776 resdents in the areas they serve may need mentd hedlth or substance
abuse services as aresult of the September 11™ terrorist attacks and subsequent bio-terrorist threats and
events.

The Plan describes specific recommendations for service system enhancements at both the state and
locdl levelsto:

e EnableVirginia s menta hedth, mentd retardation, and substance abuse services system to better

Vil




understand and prepare for the heightened threet potentia facing the Commonwedth, and

e Edablish structures and relationships that will assure an immediate, effective, and coordinated
response to terrorism-related and other mgjor disasters.

Recommended enhancements include the devel opment and implementation of Speciad Psychiatric
Immediate Response, Intervention, and Treatment (SPIRIT) Teams. SPIRIT teamswould provide a
regiona sructure to prepare for, organize, and activate an immediate psychiatric response for first
responders and victims of catastrophic events.

Because the magnitude and duration of this event is unprecedented, it isdmost impossble to
accurately predict the future menta hedlth and substance abuse service needs that will result from the
terrorist attacks of September 11™ and subsequent bio-terrorist threats and actions. The Plan identifiesa
number of specific service and infrastructure requirements totaling $53,835,758 for Virginia s publicly-
funded services system. An effective and gppropriate response to these needs and new responsibilities
should be supported financidly by the federa government as part of its nationa defense respongbilities to
combat and respond to terrorism.

Conclusion: The directions established in the Comprehensive State Plan 2002- 2008 would enable the
Commonwedlth to accelerate the shift to a more community- based system while preserving the important
roles and service responghilities of sate menta hedth and mentd retardation facilitiesin Virginid s public
sarvices sysem. A delicate balance has been achieved between state facility and community services.

On the gate facility Sde, this baance is based on smdler community demand for state hospita inpatient
psychiatric services, reduced state facility average daily censuses, improved quaity of state facility care,
and dightly larger gppropriations. On the community side, this balance is based on gresatly increased
appropriations, expanded targeted services, diversions of ingppropriate state facility admissons, and more
use of private sector inpatient psychiatric beds. This balance is founded on current policy directions,
economics in the public and private sectors, and the need to:

e Maintain quality and protect services in Sate facilities in order to avoid greater cogts from future court
consent decrees or Olmstead-related decisions,

€ Sudain the capacity of CSBs, and
e Continue support and development of targeted services.

While the past four years have been characterized by broad-based growth and expansion in an
extremely favorable economic climate, that climate is changing dramatically as aresult of the deceleration
of the economy that began this summer and has continued in the aftermath of the tragic events of
September 11™. To the extent possible, the policy agenda for publicly-funded mental hedlth, mental
retardation, and substance abuse services for the next biennium needs to focus on two key themes:

€ Sudanability of the progress that has been achieved, especidly for consumers and family members
who have benefited from the expansion and improvement of services during the past four years, and

€ Clearly focused growth and development efforts to address, to the extent possible, the critica issues
facing Virginid s mentad hedth, menta retardation, and substance abuse services system.



The Comprehensive State Plan for 2002-2008 continues the direction set forth in the 2000-2006
Comprehensive State Plan to change an essentialy open-ended services system into one that targets
resources to those who need services the most and to increase community options and consumer choice;
supports opportunities for consumer and family member education, training and participation; promotes
collaborative activities with other agencies and services systems and private sector development; improves
services oversight and accountability; advances quality improvement and care coordination; and addresses
system adminigtrative and infrastructure issues.



Comprehensive State Plan
2002 - 2008

. Introduction

In 1998, the Code of Virginia was amended to add §37.1-48.1, which requires the
Department of Mental Health, Mental Retardation and Substance Abuse Services (the
Department) to develop and update bienniadly a six-year Comprehensive State Plan for mentd
hedlth, mentd retardation, and substance abuse services. This plan must identify the services and
supports needs of persons with mentdl illnesses, menta retardation, or alcohol or other drug
dependence or abuse problems across Virginia; define resource requirements; and propose
strategies to address these needs. That Code section dso requires that the plan be used in the
preparation of the Department’ s biennium budget submission to the Governor.

Theinitid Comprehensve State Plan for 1985-1990 proposed a “responsible transition” to a
community-based system of services. In 1986, the plan was expanded to cover a sSix-year time
frame, with updates corresponding to the Department’ s biennium budget submissons. These
updates continued until 1995, when agency strategic planning efforts replaced the 1996-2002 plan
update. Biennia updates were reingtated in 1997 with the 1998-2004 Comprehensive State Plan.
The 2000-2006 Comprehensve State Plan introduced an individudized waiting list database to
document service reguirements and characteristics of individuals on community services board
(CSB) waiting ligts.

Over the years, the Department’ s Comprehensive State Plan has evolved to serve a number of
purposes. The plan:

e edablishes sarvices system priorities and future system directions for the public mentd
hedlth, mentd retardation, and substance abuse services system;

describes Strategic responses to maor issues facing the services system,

identifies priority service needs,

defines resource requirements and proposed initiatives to respond to these requirements; and
helps to integrate the agency’ s strategic and budget planning activities.

For the 2002- 2008 Comprehensive State Plan, the Department created two individualized
data bases — a point-in-time survey of CSB waiting list data base and a quarterly survey of
patients in state mental health facilities identified as ready for discharge if community services
were available and of training center resdents for whom there was agreement by the resdent or
his legdly authorized representative to be discharged to community services and supports. The

CSB data base provided the following information for active consumers and others receiving no
services who had been assessed, as of April 2, 2001, as needing specific services and supports:

oo o o

€ demographic current service tatus, including priority population status, and current type of
resdence information;

adetermination by the CSB of specific service needs, and
an assessment of risk factors.

o M



This survey was not intended to account for “overall community unmet need.” Rather, its
purpose was to provide a conservative count of individuas who were known to the CSB to
require certain services that were gppropriate for their specific needs. Following CSB submission
of thisinformation in early June 2001, Department staff reviewed and questioned unusua patterns
of needed services and worked with CSBsto resolve any data anomalies.

The gtate facility discharge data base requested that CSBs and State facilities collaborate to
provide the following information on a quarterly bass

€ demographic information on state facility patients and residents on facility dischargelidts,
€ community service availability or lack of availability due to resource or provider issues, and

~

€ documented discharge barriers.

For this Plan, the Department used data for the quarter ending June 30, 2001. This datawas
reconciled with state facility data provided to the CSB for accuracy.

For this plan, the Department also asked the CSBs to project service wait times and identify
prevention service priorities that respond to adolescent problem behaviors and risk factors for
adolescent substance use, violence, delinquency, suicide, and sexud behavior.

In August 2000, the Department established a Comprehensive State Plan Focus Group
representing CSBs, state facilities, private providers, consumer and advocacy organizations, other
date agencies, and local governments. This focus group met severd times with the Department’s
Office of Planning and Development staff during the fall of 2000 and in the summer of 2001 to
assig in the identification of data dements to be included in both data bases and to identify mgor
issues facing the services system.

In addition, Office of Planning and Development staff met with an ad hoc CBS Waiting List
Work Group a number of times throughout the plan devel opment process, fird to assst in the
development of the waiting list data bases and then to review and provide feedback regarding the
data submitted by the CSBs. Thiswork group included CSB executive directors, menta hedth,
menta retardation, and substance abuse program directors, quality assurance directors; and
information technology directors.

The draft 2002-2008 Comprehensve State Plan was distributed for public review and
comment in early October 2001. The State Mentdl Health, Mental Retardation and Substance
Abuse Services Board scheduled five regiona public hearings to receive comments of the draft
plan during the week of October 22, 2001. Department staff also convened the Comprehensive
State Plan Focus Group to review and discuss the issues and Strategic directions in the draft plan.

Il1. Services System Mission, Structure, and Organization

MISSION

The Department is committed to improving the qudity of life and salf-sufficiency of people
with serious mentd illnesses, serious emotiond disturbances, mental retardation, developmenta
delays, and acohol and other drug dependence (addiction) or abuse problems and to preventing,
to the greatest extent possible, the devastating persond, social, and economic consegquences of
mental disabilities and addictions to or abuse of acohol and other drugs.
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The Department accomplishes this mission by providing for high qudity, home and
community- centered, and outcome-oriented services a areasonable cost. Thisisachieved
through a coordinated and managed system of care that respects and promotes the dignity, rights,
and full participation of individuas who need services and their families.

SERVICE SYSTEM VALUESAND PRIORITIES
Governor’s Strategic Plan

In Building Virginia's Future A Time for All Virginians: A Strategic Plan for the
Commonwealth of Virginia, 1999, Governor Gilmore articulated his vison and godsfor the
Commonwedth. The gods for hedth and human resources are to ddliver high-qudity hedth and
humean servicesfor Virginians, foster programs that engender persond responsbility, and
promote policies that strengthen families, preventing a downward spird toward government
dependency. The first objective and associated strategies to achieve these goals addresses the
public mental health, mental retardation, and substance abuse services system.

~

€ Build aresponsve ddivery sysem of high-quaity menta hedth, menta retardation, and
substance abuse services for Virginians.

€ EnaureVirginia s public mentd health and mentd retardation facilities comply with the
Civil Rights of Indtitutionaized Persons Act (CRIPA).

€ Appoint an Ingpector Generd to ensure continua quality improvement in care at
Virginia s mental hedth and mentd retardation facilities.

€ Devdop policies and drategies to assess and place mentd hedth and menta retardation
patients in state facilities into gppropriate settings for care.

This drategic plan affirmsthat Virginians with mentd illness, menta retardation, or
substance abuse problems deserve high-quality trestment and services in the most gppropriate
setting. It further states that in order to balance limited resources with the level of need, the state
must assess patients and provide them with care that is both cost effective and appropriate. The
gtate must continually evauate program delivery and determine if those programs provide the
outcomes they promised. Programs not performing as expected should be modified accordingly.

The gods of the Governor’'s Five Point Plan for the Future of Mental Health in Virginia are
to improve the quaity of care and conditions a Virginid s state mental health and mentd
retardation facilities and to strengthen community-based resources for care and treatment of
individuals with mentd disabilities. Specific objectivesin this plan include:
e thegppointment of an Ingpector Generad to monitor systemic changes in the qudity of care
provided in gate menta hedth and mentd retardation facilities;

€ increased atention to human rights protections by strengthening the Department for the
Rights of Virginians with Disabilities and improving the internal humean rights program of
the Department of Menta Hedlth, Mental Retardation and Substance Abuse Services,

improvements in the qudlity of care through increased availability of newer anti- psychotic
medications and efforts to take full advantage of the new treatments that medical advances
have made available;

(0]
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expandon of community-based resources to make sure community options are widdy
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avalable and
e persond ingpections of each state facility by Adminigration officias.
Health and Human Resources Priorities

Vaues and principles articulated by the Office of the Secretary of Hedlth and Human
Resources follow.

Government: Increase flexibility for and place fewer restraints on loca government.

Mar ket-oriented government: Inject competition in service deivery and promote market-
oriented solutions where appropriate to contain costs, encourage competition, and foster
innovation.

Consumer-oriented gover nment: Provide grester citizen involvement and target interventions
that are the least intrusive when necessary.

Efficiency-oriented government: Increase coordination and collaboration among state
agencies.

Accountable government: Promote performance improvement and professond integrity.
Results-oriented gover nment: Provide a greater focus on program outcomes for taxpayers and
improve the qudity of care through continuad qudity improvement.

Prevention-oriented government: Use foresight to solve problems before they arise. Boost
the independence and sdlf-sufficiency of individuals and discourage dependency and

entitlement by fostering mediating structures such as neighborhood, churches, voluntary
associations, and community involvement as well as strengthening the family and

championing prevention strategies that encourage persond responsbility.

STATUTORY RESPONSIBILITY

Title 37.1 of the Code of Virginia establishes the Department of Mental Hedlth, Mentdl
Retardation and Substance Abuse Services as the state authority for acoholism, drug abuse,
menta hedlth, and menta retardation services. As the state authority, the Department assures that
efficient, accountable, and effective services are available for citizens with the most serious
mentd disabilities,

By datute, the State Mentd Health, Mental Retardation and Substance Abuse Services Board
offers policy direction for Virginid s services sygem. The Department’s Central Office provides
system leadership, direction, and accountability through a variety of functions, including policy
interpretation and implementation, srategic planning, licensing, human rights, technica guidance,
operationa oversght and monitoring, funding, performance contracting, risk management and
quality assurance, research and evaluation, and staff development and training.

Virginia s publidy-supported services system includes 15 state mentd hedlth and mental
retardation facilities and 40 community services boards (CSBs). Maps of CSB service areas and
the locations of State facilities are provided in Appendix A. The diagram on the following page
outlines the current relationships between these services systern components.  Direct operationd
relationships are shown by solid lines between the involved entities (e.g., the Department operates
the state mental health and menta retardetion facilities). Non-operationa relaionships (e.g.,
policy direction, contracting, or service coordination) are reflected by broken lines.

e
e
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Graphic Representation of Virginia's Public Mental Health, Mental Retardation, and Substance
Abuse Service System
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CHARACTERISTICSOF COMMUNITY SERVICESBOARDS

Community mental hedlth, mental retardation, and substance abuse services are provided in
Virginiaby community services boards (CSBs), behaviora hedth authorities (BHAS), or loca
government departments (LGDs) with policy-advisory CSBs. These organizations, which are
generdly cdled CSBs, function as:

~

e the angle point of entry into the publicly-funded menta hedth, mental retardation, and
substance abuse services system, including providing access to needed state facility services
through preadmission screening, case management, and coordination of services, and
predischarge planning for individuds leaving Sate fadilities,

sarvice providers, directly and through contracts with other providers;

advocates for consumers and individuasin need of services,

community educators, organizers and planners;

advisorsto the loca governments that established them; and

the primary locus of programmatic and financia accountability.

Section 37.1-194.1 of the Code of Virginia defines three types of CSBs. operating CSBs,
adminigtrative policy CSBs, and policy-advisory CSBswith aloca government department. In
addition, BHAS, established pursuant to the provisons of Chapter 15 in Title 37.1 of the Code,
may deliver community mental health, menta retardation, and substance abuse services.

CSBs are not pat of the Virginia Department of Menta Hedth, Mentd Retardation and
Substance Abuse Services. The Department’ s relationships with al CSBs are based on the
community services performance contract. The Department funds, monitors, licenses, regulates,
and provides consultation to CSBs.
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CSBs exhihit tremendous variety in dmost dl agpects of their compaosition, organizationd

gructure, and sarvices. This diversity is evident in the following tables.

Combined Classification of Community Services Boards

Functions as Citiesand/or Counties Served Total

CSB Classification LGD One Two or More CSBs
Administrative Policy CSBs 7 6 1 7
Administrative Policy CSB* 0 1 2 3
LGD with Policy-Advisory CSB 1 1 1
Operating CSB? 0 2 26 28
Behavioral Health Authority? 0 1 1
TOTAL CSB 8 11 29 40

1

staff the CSB and deliver services
2

Staff in these 28 CSBs and one BHA are board, rather than local government employees.

More than 9,800 staff work in directly-operated programs at the 40 CSBs.

Combined Characteristics of Community Services Boards FY 2000

Even though these CSBs are not city or county departments, they use local government employeesto

Budget Size, Population Density, and Population Operating Administrative Total

Size CSBs Pdicy CSBs CSBs
Large Budget, Urban, Large Population 3CSBs 4CSBs 7
Large Budget, Urban, Medium Population 1CSB, 1BHA 2CSBs 4
Medium Budget, Urban, Large Population 1CSB 1CSB 2
Medium Budget, Urban, Medium Population 1CSB 2CSBs 1LGD 4
Medium Budget, Rural, Large Population 1CSB 1
Medium Budget, Rural, Medium Population 10CSBs 10
Medium Budget, Rural, Small Population 1CSB 1
Small Budget, Urban, Small Population 1CSB 1
Small Budget, Rural, Medium Population 2CSBs 2
Smdl Budget, Rural, Small Population 8CSBs 8
Total CSBs 29 1 40

Budget Size Based on FY 2000 4" Quarter Performance Contract Reports: Large= over $15 million;
Medium = $8 million to $15 million; Small = under $8 million

Population Density: Urban = 150 people or more per square mile; Rura = less than 150 people per square
mile. Population statistics are based on the 2000 U.S. Census

Population Size: Large = over 200,000; Medium = 100,000 to 200,000; Smal = under 100,000.



In FY 2000, 201,607 individuals received services. Thistota is broken down by program areain
the following table. Core Services Taxonomy 6 defines services (see Appendix B).

Number s of People Receiving Core Services by CSB in FY 2000

Core Service MH MR SA Total
Emergency 47,881 10 9,337 57,228
Local Inpatient 1,554 NA 147 1,701
Outpatient 80,860 144 45,793 126,797
Case Management 37,510 10,701 13,660 61,871
Day Support 7,697 4,643 2,187 14,527
Residential 4,483 4,050 12,936 21,469
Early Intervention 798 6,538 4,298 11,634
Total Receiving Core Services 180,783 26,086 88,358 205,227
Unduplicated Numbers of Consumers 118,210 22,036 61,361 201,607

Source: FY 2000 CSB 4th Quarter Performance Reports

Note: Tota consumers receiving core services represent duplicated counts since some people receive
multiple services. Unduplicated numbers of consumers are dl individuals recelving any services
in each program area. NA = not applicable (service not provided).

Between FY 1986 (the first year that annua performance contract datawas submitted by

CSBs) and FY 2000, the numbers of people receiving various CSB services grew from 208,453 to

295,227, an increase of 42 percent. From FY 1986 to FY 2000, total CSB resources increased

from $147 million to more than $525 miillion (not including Medicaid MR Waiver payments to

private providers), a 257 percent increase. Trends in the numbers of individuas receiving menta

hedlth, mentd retardation, and substance abuse services from CSBs are digplayed on the

following greph.

Trendsin Numbers of Individuals Served by CSBs
FY 1986 - FY 2000
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These numbers are duplicated counts of individuals receiving services because they are derived
from fourth quarter CSB reports that display numbers of people recelving services by core service
categories. Appendix B provides detailed FY 2000 CSB information, including units of services
provided, static capacities, and consumers served, as well as service trends.

CHARACTERISTICSOF STATE MENTAL HEALTH AND MENTAL
RETARDATION FACILITIES

The Department operates 15 state menta hedlth or mental retardation facilities, which
provide highly-structured intensive inpatient trestment and habilitation services. State mental
hedlth facilities provide arange of psychiatric, psychologica, psychosocid rehabilitetion,
nursing, support, and ancillary services. Speciadized programs are provided for geriatric, child
and adolescent, and forensic patients. Menta retardation training centers provide resdentia care
and training in areas such as language, sef-care, independent living, socidization, academic
skills, and motor development. The Hiram Davis Medica Center provides medica care to state
facility patients and residents.

All stlate mentd hedlth facilities are accredited by the Joint Commission for Accreditation of
Hedthcare Organizations (JACHO), and dl mentd retardation training centers are certified by the
U.S. Centersfor Medicare and Medicaid (CMS), formerly known as the Health Care Financing
Adminigtration (HCFA), as meeting Medicaid standards of qudity. Child and adolescent services
at the Southwestern VirgniaMenta Hedth Ingtitute and the Commonwedth Center for Children
and Adolescents (CCCA), formerly the DeJarnette Center, are licensed by the Commonwedth
under the CORE regulations for residentia children’s services.

Current operating (staffed) bed capacities for each state mental health and mentd retardation
fadlity follow.

Mental Health Facility Operating Capacities— September 2001

MH Facility # Beds MH Facility # Beds MH Facility #Beds
Catawba Hospital 110 Hiram Davis Medical Ctr. 74 Southwestern VA MHI 195
Central State Hospital 320 Northern VA 127 | Western State Hospital 287
CCCA 48 Piedmont 135 | TOTAL MH Beds 1,883
Eastern State Hospital 515 Southern VA MHI 72

Mental Retardation Training Center Operating Capacities — September 2001

MR Training Center # Beds MR Training Center # Beds
Central VirginiaTraining Center 664 Southside Virginia Training Center 419
Northern Virginia Training Center 200 Southwestern Virginia Training Center 223
Southeastern Virginia Training Center 200 TOTAL MR Beds 1,706

Admission, separation, and average daily censustrends (FY 1976 - FY 2001) for Sate facilities,
excluding the Hiram Davis Medica Center, follow.



MH Facility Admissions, Separations, & Average Daily Census (ADC) Trends
FY 1976 - FY 2001
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Note: The average daily census and numbers of admissions and separations includes the Virginia
Treatment Center for Children through FY 91 when it was transferred to MCV.

Between FY 1976 and FY 1996, the average daily census a state menta health facilities declined
by 3,745 or 63 percent (from 5,967 to 2,222). Since FY 1996, the average daily census declined
by 581 or 26 percent (from 2,222 to 1,641), the number of admissions declined by 2,245 or 30
percent (from 7,468 to 5,223) and the number of separations declined by 2,353 or 31 percent
(from 7,529 t0 5,176). Various Sate facility discharge and diversion projects, PACT teams, and
the increased use of atypica antipsychotic medications have contributed to this decline.

MR Training Center Admissions, Separations, & Average Daily Census (ADC) Trends
FY 1976 - FY 2001
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The average daily census has been declining steadily at state mental retardation training centers.
Between FY 1976 and FY 1996, average daily census a menta retardation training centers
declined by 2,161 or 50 percent (from 4,293 to 2,132). Since FY 1996, the average daily census

declined by 451 or 21 percent (from 2,131 to 1,680).

9



Appendix C provides detailed gate facility utilization information, including the numbers sarved,
average daily census, admissions, separations, and utilization by CSB.

SUMMARY OF SERVICE SYSTEM FUNDING

Charts depicting the services system’ stota resources for FY 2000 from all sour ces (rounded
and in millions), including the Department’ s final adjusted appropriation, locad matching funds,
al fees, and Medicaid Mental Retardation Home and Community-Based Waiver (MR Waiver)
payments to private vendors follow.

FY 2000 Total Services System Funding in Millions
$ 1,106 .4 Million

State Facilities 41.7% $461.9

Central Office 3.8% $42.1

CSBs 54.4% $602.4

FY 2000 Total Services System Fundingin Millions by Source
$ 1,106.4 Million

State General Fund 36.1% $399.9

Medicaid Federal 20.2% $223.3

Loca Match 10.5% $115.9
Federal Grants 5.1% $56.2

Other/Fees 9.2% $102
Medicaid State 18.9% $209

10



SERVICES SYSTEM ACCOMPLISHMENTS

Over the past four years, Virginid s public menta hedlth, mentd retardation, and substance
abuse sarvices system has made sgnificant progress in developing and expanding a community-
based system of care and in improving the qudity of care provided in state menta hedth and
mental retardation facilities. These accomplishments include, but are not limited to:

e Virginias 15 Programs of Assertive Community Treatment (PACT) teams (with mental
hedth clinicians who can respond quickly to consumers around the clock) in 12 CSBs have
been fully funded to serve communities having the highest higtoric utilization of state mental
hedth facilities

Admissions to state menta hedlth facilities between FY 1998 and FY 2001 declined by 30
percent, or from 7,431admissions to 5,223 admissions.

Sate facilities and CSBs significantly expanded their use of second generation anti- psychotic
medications such as Clozril, Risperidone, and Olanzapine for individuas with the most
serious mentd illnesses. In the 2000- 2002 biennium, funding for these new medications
totaled $19.95 million ($5.28 million to gate facilities and $14.67 million to CSBs), making
Virginiaaleader anong the states in expanding access to these newer medications.

In Centrd Virginia, aregiond Acute Care Project was established in 1999 to provide
community-based acute inpatient psychiatric care for individua's who would otherwise have
been sent to Centrd State Hospitd, allowing the hospitd to closeits 30 bed acute admissions
unit for avil patients. This project uses aregiond utilization management Sructure. Since its
inception, it has increased the number of annua admissions to acute inpatient services
provided by locd hospitalsin the region.

The Department’ s Discharge Assistance Project (DAP) has received targeted funds each year
snce 1998 to implement individudized services plans for state menta hedlth facility long-
term patients who been identified as clinically ready for discharge but who have sgnificant
barriers to discharge. Each discharge is monitored by the Department to ensure successful
community integration. Since 1998, $12.7 million has been dlocated to serve over 320
persons in community Settings.

Virginid s Medicaid Mentd Retardation Home and Community-Based Waiver (MR waiver)
program has been sgnificantly expanded to provide community-based servicesto individuas
who meet Intermediate Care FecilitiesMenta Retardation (ICF/MR) digibility criteriaand
who have chosen community services. In the 2000-2002 biennium, an additiond $20 million
was appropriated each year to expand access to thiswaiver. These funds supported MR
walver dots for an additiond 1,448 individuds, including persons in the community and
training center residents who chose to be discharged to community MR waiver services. A
new MR Waiver has been submitted for federa approval. Through the work of the
Department, the Department of Medica Assistance Services, and atask force comprised of
consumer and family representatives and public and private providers, this waiver includes
new provisons to increase opportunities for persona determination and choice.

The five gate facilities (Northern Virginia Training Center, Eastern State Hospital, Northern
VirginiaMenta Hedth Ingtitute, Centrd State Hospitdl, and Western State Hospital) that
were investigated by the Department of Justice under the Civil Rights of Inditutionalized
Persons Act (CRIPA) have significantly improved the qudity of their active trestment and

(0]

(0]

(0]

(0%

(0]

0%

11



(0%

(0%

(D

(D

o o

(0%

habilitation services. Through the establishment of uniform clinical and operating
procedures, staffing enhancements, and targeted discharge and diversion projects, these
fadilities have ether fully implemented or have made substantia progressin meeting the
improvements outlined in the settlement agreements with the U.S. Department of Justice
(DQJ). By thefdl of 2001, Northern Virginia Training Center, Eastern State Hospital,
Northern VirginiaMentd Hedlth Indtitute, and Central State Hospital had successfully
implemented their plans of continuous improvement and their lawsuits were dismissed with
preudice. The remaining state mental heelth and mentd retardation facilities are dso taking
positive actions to avoid Smilar investigations.

The Department has implemented the first phase of its Performance and Outcomes
Measurement System (POMS) measures for child and adult mental health services and
substance abuse services. POMS standards for mental retardation services will be
implemented in FY 2002 and standards for prevention services will be implemented in FY
2004. Full implementation of POMS will enable the Department and CSBs to uniformly
asessindividua outcomes, provider performance, and consumer satisfaction.

The Department has implemented severd community service inititives that support the
purchase of individudized services for individuas with more severe disgbilities. These

include the Discharge Assstance Project, menta hedth services for children who have been
determined to be not mandated for services under the Comprehensive Services Act, and
mentd retardation services for individuas who are not digible for Medicad MR waiver
sarvices. For each of these programs, Department staff conduct either a prior or aconcurrent
services authorization of each individual’ s proposed services plan and monitor the provison

of those services.

Virginia has established a Mental Hedlth Trust Fund to enable the proceeds from any future
sdle of vacant or surplus state facility capital resources to be used for the development of
community services and to implement the restructuring of services provided by sate
facilities. This Trust Fund will alow for the reinvestment of resources within the services
system.

The Department has promulgated the comprehensive human rights regulations and is revising
exiging licendang regulations. The new human rights regulaions enhance consumer
protections and incorporate new statutory requirements. The revised licensing regulations,
now under development, reflect new statutory requirements for increased collaboration with
the Department’ s human rights program and add new services to be licensed, including case
management, PACT teams, and new gero-psychiatric resdentid services.

The Department established a new Office of Consumer Affairs.

The Department established a Quaity Council with broad representation to assist in
addressing qudity of care issues and expanding opportunities for improvement sate facilities
and CSBs. The Department also established a central medical peer review function to review
professond performance of practitionersin state facilities when sgnificant qudity of care
issues are identified.

The Department ingtituted a number of CSB accountability enhancements, including separate
reporting requirements for specia projects and purchases of individualized services.

The Department and state facilities have taken positive actions to respond to the various
recommendations of the Office of the Ingpector Generd.
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[I1. Estimated Prevalence of Mental |lInesses, M ental Retardation, and
Substance Abusein Virginiaand Current Service Demand

PREVALENCE ESTIMATES

When planning for Virginia s future public menta hedth, menta retardation, and substance abuse
services system, it isimportant to have a sense of how many people might seek care from the services
system. This chapter uses nationa epidemiologica studies as the basis for extrgpolating Virginia
prevaence rates for adults with serious mentd illnesses, children and adolescents with serious emotiona
disturbances, individuas with mentd retardation, and individuals with substance dependence (addiction)
or abuse. Prevaenceisthetota number of caseswithin ayear. Thisdiffersfrom incidence, which isthe
number of new caseswithin ayear. Tota population prevaence estimates are based on the 2000
Censusfor Virginia

In reviewing estimated prevalence rates, it isimportant to recognize that only aportion of individuads
with diagnosable disorders will need to receive services & any given time and an even smaler portion will
require or seek services from the public sector. For example, of the approximately 28.1 percent of the
adult population with some mental or addictive disorder, the Epidemiologic Catchment Area (ECA)
study found that only 8.1 percent reported that they recelved services in one year, or

€ 3.6 percent from the mental health specialty sector,
€ 2.6 percent from the generd medica sector, and

€ 1.9 percent from other sources (e.g., support groups and clergy).
The ECA study reported that an additiond 6.6 percent of the adult population without a diagnosable
mental hedlth disorder reported use of menta health services during the year, or 2.3 percent from the
mentd hedlth specidty sector, 2.4 percent from the genera medica sector, and 1.9 percent from other
sources. (Bourdon, Karen, et. a. National Prevalence and Treatment of Mental and Addictive
Disorders, Mental Health, United States, 1994, Center for Mental Hedlth Services, pp. 26-27).

Bourdon reported the following proportions of people with the following specific mentad or addictive
disorders received mentd hedth or addictions treatment in either the inpatient or ambulatory service
sectors during a one year period:

Substance abuse -- 23.6 percent (co-morbid mental or addictive disorders -- 37.4%)
Schizophrenia-- 64.3 percent

Affective disorders -- 45.7 percent (bi-polar -- 60.9 percent, unipolar mgor depression --
53.9 percent)

Anxiety disorders-- 32.7 percent (phobia-- 31.7 percent, panic disorder -- 58.8 percent,
obsessive-compulsive disorder -- 45.1 percent)

Somatization -- 69.7 percent

Antisocid persondity -- 31.1 percent
Severe cognitive impairment -- 17 percent
No disorder -- 9.3 percent.
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Estimated Prevalence for Adults with Serious Mental |lInesses

An estimate of the number of adults between the ages of 18 and 69 years of age with serious mental
illnesses was devel oped using the 2000 Census and the rate (4.9) discussed in Chapter 11 - Mentd
lllness and Disability in the U.S. Adult Household Population of Mental Health 2000, published by the
U.S. Center for Mental Hedlth Services (CMHS) of the Substance Abuse and Menta Hedlth Services
Adminigration (SAMHSA). Public Law 102-321 requires CMHS to define adults with serious mental
illness (SMI). CMHS has defined adults with serious menta illness as persons ages 18 and over who, at
any time during an index year, had a diagnosable mental, behaviord, or emotiona disorder than met
DSM [11-R criteria and “that has resulted in functiona impairment which subgtantialy interferes with or
limits one or more mgor life activities” (SAMHSA, 1993)

The study referenced in Mental Health 2000 used information from the 1994 Phase | Nationd
Hedth Interview Survey Disability Supplement (NHIS-D). The results of this survey suggest that
gpproximately 10 percent of the civilian noningtitutionalized population between 18 and 69 have a mentd
or emationd problem based on the most libera method of classification. A more restrictive
classfication, which requires that symptoms serioudy interfere with the respondents’ ability to work,
attend school, or manage day-to-day activities, results in a prevalence rate of 4.9 percent. It should be
noted, however, that these findings likely underestimate the true prevalence rates for menta or emotiona
problems among adults. Using 2000 Census data, this prevaence rate was applied to Virginia population
data to extrapol ate the estimated prevalencein Virginia

Estimated Prevalence: Serious Mental |lIness Among Virginia Adults

2000 Census Estimated Prevalence
Virginia Adult Population (18-69) (4.9%)
Statewide 4,758,950 233,189

Estimated Prevalence for Children and Adolescents With Serious Emotional Disturbance

Public Law 102-321 aso requires CMHS to define and estimate the prevalence of children with
serious emotiond disturbance (SED). The CMHS defines children with SED as persons from birth to
age 18:

--  who currently, or a any time during the past year,

--  have had a diagnosable mentdl, behaviord, or emotiona disorder of sufficient duration to meet
diagnodtic criteria specified in DSM-1V-R; and

--  tha hasresulted in functiond impairment that substantidly interferes with or limitsthe child's
role or functioning in family, school, or community activities (Friedman et. d., Mental Health,
United States, 1996, page 72).

The CMHS established awork group of technica experts to develop the method for estimating
incidence and prevaence of children and adolescents with serious emotiona disturbances. A draft
methodology, which adjusted for differentid poverty rates, was distributed for public comment in 1996.
This methodology was modified based on feedback received and published in the Federal Register on
July 17, 1998.
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In“Prevalence of Serious Emotional Disturbance: An Update’ (Friedman €. d., Mental
Health, United States 1998), two levels of serious emotiond disturbance for children from age9to 17
were identified by the work group in 1996. Thefirgt leve, which meets the requirements of the Federd
definition, projects a prevalence rate of serious emotiona disturbance and substantia functional
impairment in the range of 9 to 13 percent. The second level, which is characterized as serious
emotional disturbance and “ extreme functional impairment,” projects a prevalence rate in the range of 5
to 9 percent.

The work group concluded data were insufficient to make prevaence estimates for children younger
than nine. It aso determined that prevaence of serious emaotiond disturbance was higher for children
living in low socioeconomic circumstances and adjusted state prevaence estimates for this difference.

In the work group’s new methodology, the states are rank - ordered by the percentage of childrenin
poverty. The estimated prevaence for the third of the states with the smallest number of childrenin
poverty isfrom 9 to 11 percent (and 5 to 7 percent for extreme impairment). The estimated prevalence
for the middle third of the Statesis from 10 to 12 percent (and 6 to 8 percent for extreme impairment).
The estimated prevaence for the third of states with the highest leve of poverty isfrom 11 to 13 percent
(and 7 to 9 percent for extreme impairment). Virginia s percent of children and adolescentsliving in
poverty in 1995 was 14.38 percent, which isin the cohort of states with the smallest number of children
in poverty. Using 2000 Census data, these prevaence rates were gpplied to Virginia population data to
extrapolate the estimated prevaence in Virginia

Estimated Prevalence: Serious Emotional Disturbance Among Virginia Children and Adolescents

2000 Census Estimated Prevalence
Child & Estimated Prevalence Serious Emotional Disturbance
Adolescent Serious Emotional Distur bance With Extreme Impair ment
Population (9-17) (9-11%) (5-7%)
Statewide 885411 79,687 - 97,395 44271 - 61,979

Estimated Prevalence for Individuals With Mental Retardation

The incidence of mentd retardation in the United Statesis generdly estimated a about 125,000
births per year. Thereisless consensus about prevaence data, however. Prevadence datais generdly
reported by the degree of intellectud impairment. One difficulty in obtaining consensus is due to recent
changes in the definition of mentd retardation that increase emphass on a functiona gpproach to
diagnoss. Thisemphasisisreflected in the 1992 American Association on Mentd Retardation (AAMR,
formerly AAMD) definition of mentd retardation. 1n a 1994 article on the changing concept of mentd
retardation, Scharlock et. a. suggested that the movement towards a functiona approach to diagnosis
could potentialy affect prevalence rates, but not necessarily upward. This article suggested that across a
number of studies conducted during the 1980s, estimated prevalence rates averaged 1.26 percent.

The Developmental Disabilities Assistance and Bill of Rights Act Amendments of 1994, in P.L.
103-230, Section 101 (a) (1), used a prevalence rate estimate of 1.176 percent. Prevaence estimates
for mental retardation generally range between 0.7 percent and 1.2 percent of the genera population.
This meansthat in 2000, there were between 49,550 and 84,942 Virginians with a diagnoss of menta
retardation.
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In a 1987 review of epidemiological studies of mental retardation, McLaren and Bryson found the
prevalence of both severe and mild retardation is generaly 3 to 4 per 1,000, athough estimates varied with
gender, age, and method of ascertainment. The following table provides estimated preval ence rates by
these categories as wdll as the estimated preva ence range for mild mentd retardation (1.Q. from 50-70).

It should be noted that determination of the prevalence of mild retardation is extremely problematic,
particularly because most researchers rely solely on case registration data and because diagnogtic practices
differ acrossregions and over time. These factors bring into question currently available prevaence rates
of mild retardation. Using 2000 Census data, these prevaence rates were gpplied to Virginia population
data to extrapolate the estimated prevaencein Virginia

Estimated Prevalence of Mental Retardation

2000 Census Egtimated Egtimated Egimated Egtimated
Virginia Mild MR Moderate MR SevereMR Profound MR
Population (0.37t00.59%) (0.2%) (0.13%) (0.04%)
Statewide 7,078,515 26,191 - 41,763 14,157 9,202 2831

Estimated Prevalence for I ndividuals With Substance Dependence

Prevaence estimates of substance dependence (addiction) in Virginiawere obtained from the 1999

Nationa Household Survey on Drug Abuse (NHSDA). The prevaence estimate of adults and adolescents

reporting use of any illicit drug nationwide was 1.6 percent. The rate for dcohol dependence was 3.7
percent. Using 2000 Census data, these prevaence rates were gpplied to Virginia population data to
extrapolate the estimated prevdence in Virginia

Estimated Prevalence of Adolescents and Adults With Substance Dependence

2000 Census Estimated Number Estimated Number Total Estimate
Virginia Population with Drug with Alcohal Drug and Alcohol
Age (10+) Dependence Dependence Dependence
Statewide 6,121,449 97,943 226,49 324,437

Appendix D provides estimated prevalence numbers by CSB for each of these population groups.

SUMMARY OF CSB WAITING LIST DEMAND FOR COMMUNITY MENTAL
HEALTH, MENTAL RETARDATION, AND SUBSTANCE ABUSE SERVICES

To document current unmet demand for community menta health, mental retardation, and substance
abuse services, CSBs populated awaiting list data base developed by the Department. Thiswaiting list
data base includes specific demographic and service information about each individud identified by the
CSBs as needing a pecific community services or services. The CSB waiting list data base documents
unmet service demand for the following populations:

e Adultswith serious mentd illnessss;

€ Children and adolescents through age 17 with a serious emotiond disturbance and young children
through age seven at risk of developing serious emotiona disturbance;

€ Individudswith menta retardation, as defined by the American Association on Menta
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Retardation (AAMR), and children under the age of ten who are determined to be at risk of
developmentd delay;

Adults with substance addiction (dependence) disorders, substance abuse disorders, and co-
occurring chemicd addiction and mentd illness, and

Adolescents with substance addiction (dependence) disorders, substance abuse disorders, and co-
occurring chemical addiction and mentd illness.

(0]

0%

Included on CSB waiting lists are individual s who were receiving no CSB services and current CSB
consumers who were not receiving the types or amounts of servicesthey needed. The CSB waiting list
data base was modified this year to dlow CSBsto identify more than one needed service. Each
identified service had to have been clinicaly determined by the CSB to be needed. The service had to
have been sought or requested by the individua or his family member or legdly authorized
representative. Unmet service needs of individuas currently receiving CSB services had to be
appropriately documented in their individudized services plans (ISPs) or in an assessment for services
that had been approved by the individud or his or her family member or legdly authorized representative.

CSBswere indructed to include needed services even if they were not currently provided by or through
the CSB.

Individuds identified through CSB outreach efforts and referrds from other agencies (e.g., schools,
jals) and community organizations were not to be entered in the CSB waiting list data base unless.

e theperson or hislegdly authorized representative had either sought services from the CSB directly
or was aware of hisreferral to the CSB by athird party and had agreed to be placed on aCSB
waiting lit, and

e the CSB had conducted an initiad assessment to determine the individud’s service needs and his
membership in a priority population.

Thefollowing table displays the number of Virginians who were on CSB waiting lists for ether afull
range of community services or for specific resdentia, outpatient/case management, day support, or
episodic respite or family support services on April 2, 2001. This point-in-time methodology for
documenting unmet service demand is conservative because it does not identify the number of personsin
need of services over the course of ayear.

Numbers of Individuals on CSB Waiting Lists for Services by Population

April 2, 2001
Numberson CSB Numberson CSB Total
Waiting ListsWho | Waiting ListsWho Numberson
Are NOT Receiving ARE Receiving CSB Waiting
Population CSB Services Some CSB Services Lists
Adultswith Serious Mental |lInesses 593 3,865 4,458
Children & Adolescentswith or At Risk of 312 1,037 1,349
Serious Emotional Disturbance
Individuals with Mental Retardation 892 3,324 4,216
Adults with Substance Dependence or Abuse 585 1,601 2,186
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Numberson CSB Numberson CSB Total
Waiting ListsWho | Waiting ListsWho Numberson
AreNOT Receiving ARE Receiving CSB Waiting
Population CSB Servi ces Some CSB Services Lists
Adolescents with Substance Dependence or 65 280 345
Abuse
Total 2447 10,107 12554

Thewalting ligt data base includes specific information about each individua who had been
determined by a CSB to need services that are not currently being provided, including the individua’s.

Waiting ligt unique identifier number;

Date of birth;

Priority population status,;

CSB sarvice gatus,

Specidized services requirements,

Projected service and support needs;

Current type of residence;

Age of primary care giver (MR);

Risk factor;

Date placed on waiting list and most recent service assessment; and
Likey Medicad MR Waiver digibility.

Appendix E provides numbers of individuals on CSB waiting lists for mental hedlth, mental retardetion,
and substance abuse services for each CSB.

SUMMARY OF STATE FACILITY READY FOR DISCHARGE DATA

The Department developed a state facility discharge data base that provides specific demographic
and sarvice information about each patient in a Sate mentd hedth facility identified as ready for discharge
if community services were available and each resdent of atraining center for whom there is agreement
by the resident or hislegdly authorized representative for discharge to community services and supports.

On amonthly bags, each date facility sends the Petient- Resident Automated Information System
(PRAIS) number and other available information for each patient on its “discharge-ready” and for each
resident on its “chooses discharge’ list to the appropriate case management CSB. The CSB then
reviews each individud’ s discharge plan, determines the availability of needed community services and
supports, and assesses any other barriers to the individud’ s discharge that may exist. Thisinformation is
then reported to the Department’ s Office of Planning and Development. This information is updated
quarterly by the CSBs with new information received from each ate facility.

The date facility discharge waiting list data base includes specific information about each individud
who has been determined by a CSB to be ready for discharge (MH) or who has chosen to be
discharged (MR), including the individud’s.

e Statefadlity PRAIS unique identifier number;
€ Individud’sdate of birth;

oo ooooooo o
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State facility
Priority population satus;
State facility admission date;

oo o o

legally authorized representative chose discharge (MR);

o o

availability of each service

0%

community placement;

Anticipated discharge date;

oo o o

Specidized services requirements,
Projected service and support requirementsin the individua’ s discharge plan and the current

Other barriersto discharge identified in the discharge plan;

Whether the discharge dispute resolution process had been initiated; and
Likdy Medicad MR Waiver digibility.

Date the individua was determined to be ready for discharge (MH) or date the individud or his

Agreement by the individud or hislegal authorized representative with discharge and proposed

Thefollowing tables display the number of individuas identified as being ready for discharge from Sate
mentd hedth fadilities and the number of individuds identified as choosing to be discharged from training

centers.

Number of Patientsin Mental Health Facilities | dentified as Ready for Discharge by Facility
June 30, 2001

State Mental Health Facility Patients State Mental Health Facility Patients
Catawba Hospital 29 Piedmont Geriatric Hospital 17
Central State Hospital 24 Southern VirginiaMH Institute 10
Commonwealth Center for Child. & Ad. 0 Southwestern VirginiaMH Institute 4
Eastern State Hospital 30 Western State Hospital 5
Northern VirginiaMH Institute 18 Total 137

Number of Residentsin Mental Retardation Training Centers I dentified as Choosing Dischar ge for
Community Services and Support

June 30, 2001

Training Center Residents Training Center Residents
Centra VirginiaTraining Center 130 Southside Virginia Training Center 25
Northern Virginia Training Center 15 Southwestern Virginia Training Center 5
Southeastern Virginia Training Center 81 Total 256

Appendix F provides each CSB’s projected numbers of state facility patientsidentified as clinicaly
ready for discharge and residents who could be discharged from state fecilitiesif they chose to be and if
gppropriate community services were available.
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V.  FutureDirections, Critical | ssues, and Strategic Responses for
Virginia's Publicly-Funded Services System

ACCESSTO CARE
Priority Populations

A genera consensus has emerged over the past severd years among consumers, family
members, advocates, the Department, CSBs, and other service providers that the services system
should focusiits use of limited state-controlled funds on serving individuas with the greatest
needs for public services. State-controlled funds are state genera funds and federa funds
gppropriated to the Department by the General Assembly for community mental health, mental
retardation, and substance abuse services. The Joint Subcommittee Studying the Future Ddlivery
of Publicly Funded Mental Hedlth, Menta Retardation, and Substance Abuse Services (HIR
240/225) urged the State Mental Health, Mental Retardation and Substance Abuse Services
Board, in its 1998 Report (House Document No. 77), to develop palicies defining priority
populations. House Bill 428, proposed by the Joint Subcommittee and enacted by the 1998
Generd Assembly, amended §37.1-198 of the Code of Virginia to require that the community
services performance contract, which provides state and federd fundsto CSBsfor menta hedlth,
menta retardation, and substance abuse services, identify groups of consumersto be served with
state-controlled funds.

Priority populations are those groups of individuals, identified through uniform and
consstently gpplied classfication ingruments, who have the most serious or severe disahilities,
messured in terms of diagnosis and leve of functioning. The Code of Virginia does not identify
any particular group of people as having aright to services. The identification of priority
populations does not cregte any legd entitlement to services, rather, it provides a framework for
identifying who should have priority for receiving long-term services paid for with Sate-
controlled funds. Similarly, priority populations are not intended to determine, a priori, how
CSBs should spend their state-controlled funds or to dictate who will be served locdly. Rether,
priority populations track, monitor, and describe how and for whom state-controlled funds are
used. CSBsidentify in their fourth quarter reports the numbers of individuas in priority
populations who received services.

Allocation of state-controlled funds has not changed with the implementation of priority
populations. Funds continue to be dlocated to CSBs based on historical funding patterns and for
gpecia projects and purchase of individualized services. State-controlled funds have not been
redllocated among CSBs or restricted to services for specified priority populations.

Mental Health Priority Populations are:

€ adults with serious mentd illnesses, assessed dong three dimensons. diagnos's, functiond
impairment, and duration;

e children and adolescents, birth through age 17, with a serious emotiona disturbance; and
e children, birth through agel7, who are at risk of developing a serious emotiond disturbance.
Mental Retardation Priority Populations are:

€ adultsor children 6 years of age or older who have a confirmed diagnosis of mentd
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retardation;

€ children ages 310 6 years of age who have a confirmed diagnosis of menta retardation or a
confirmation of cognitive developmentd delay; and

€ children under 3 years of age with confirmed digihility for Part C of IDEA.
Substance Abuse Priority Populations are:

~

€ individuaswith adiagnogs of substance dependence (addiction), as defined by the
Diagnogtic and Statistical Manud 1V (DSM 1V) who have used substancesin the prior 12
months,

awoman who is pregnant, a woman with dependent children, or an adult member of the
mental hedlth priority population with a diagnosis of substance abuse, as defined by the DSM
IV, who has used substancesin the prior 12 months;

children and adolescents (less than 18 years old) with a diagnosis of substance abuse, as
defined by the DSM 1V, who have used substances in the prior 12 months, and

adults and adolescents (less than 18 years old) who have exhibited ingppropriate or
dangerous behavior (e.g., damaging or destroying property, physica assaullt, threats of
physica violence, sef-injury, creating public disturbances that resulted in arrest or
involuntary commitment) related to substance use within the past 12 months that resulted in
intervention by the menta hedth and judicid systems.

The Department established a stakeholder work group comprised of CSB and advocacy
organizations to asss in the development of definitions and brief, smple classfication
indruments for each priority population. The definitions and classification insruments for eech
priority population were field tested and field test results were brought back to the work group for
itsreview and final recommendations.

The priority population definitions and classfication instruments were implemented by CSBs
on July 1, 2000. In March and April 2001, following the initid months of implementation, the
definitions, classfication instruments, and data collection protocols were reviewed for satewide
religbility and vdidity. Asaresult of this review, classfication instruments and protocols were
sreamlined to ensure amore reliable and efficient process of collecting these data.  The revised
ingrumerts and protocols became effective duly 1, 2001.

These definitions and classification insruments enable CSBs and date facilities to identify,
monitor, track, and report on people in these populations in a consstent, verifiable manner across
the state. These definitions dso identify individuas to be included in the Performance and
Outcomes Measurement System (POMYS).

Over aperiod of years, the Department will compare the amounts and proportions of state-
controlled funds spent by each CSB on priority and nort priority populations with the reive
numbers of individuas in priority and non-priority populations. These amounts and proportions
will also be compared with those of smilar CSBs. Over time, performance measures will be
negotiated with individua CSBs as necessary to increase the proportions of state-controlled funds
that they expend on longer-term services for priority populations. The Department will not
redllocate existing state-controlled funs among CSBs based on these comparisons and will not
restrict the use of state-controlled funds to serving only priority populations.

(0]

(0]

(0]
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Prioritiesfor Targeted Service Development

Virginians with serious mentd illnesses, mentd retardation, or substance dependence
(addiction) or abuse problems should receive high-qudlity trestment and services that are cost
effective and appropriate to their service and support needs. Anyone in crisis due to a mental
disability or addiction to or abuse of acohol or other drugs should have accessto an array of
intengve intervention servicesin the community. Individuas with the most serious or severe
disabilities should have access to individudized longer-term services. Virginia s future system of
publicly-funded menta health, mentd retardation, and substance abuse services should include
two magjor service components:

~

€ Anexpanded aray of community-based, short-term intensve intervention services that
provide emergency, short-term local hospitalization, detoxification, and criss Sabilization
Services, in essence, a services safety net; and

A comprehensive array of longer-term services and supports that are available to adults with
serious mentd illnesses, children and adolescents with or at risk of serious emotiond
disurbance, individuas with menta retardetion, young children with confirmed cognitive
developmentd delay or igibility under Part C of IDEA, and persons with addictionsto or,
in certain circumstances, abuse of acohol or other drugs.

(0%

Individuds receiving services should have the ability to manage their own care to the greatest
extent possble. Thisincludes participating in their services planning and choosing their care
givers from among qualified public and private providers. A wide variety of home and
community-centered services should be available, including an array of short-term intensive
intervention and longer-term treatment, habilitation, and support services. Non-traditiond
services and supports such as consumer-operated peer-support programs and services provided in
partnership with neighborhood and community organizations aso should be available.

Expanded Array of Community-Based Short-Term I ntensive I ntervention or Safety Net
Services

Short-term intengive intervention services would be available, within the congtraints of
available funds, to anyone, whether or not he or she isamember of a priority population, who
needs the services to;

~

€ address an immediate crisisthat could escalate to a point where the person becomes a danger
to himsdf or others,

e prevent afurther deterioration in functioning leve or life circumstances that could cause the
person to need longer-term services,

improve his ability to function effectively in persond, work, or school environments, or
prevent the onset of amentd disahility.

The Department proposes to establish afull array of community-based short-term intensve
intervention services. These short-term services usualy would be provided for no more than 30
days during an episode of care, unless otherwise noted below. There would be no limit on the
number of clinically appropriate episodes of care provided to an individua during the course of a
year. Examples of these servicesinclude, but are not limited to:

o M

€ accessto apsychiatrist or other medica professiond trained to perform a comprehensive
assessment of psychiatric emergencies,
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short-term inpatient psychiatric care provided in community hospitals rather than in Sate
fadlities

emergency services (now required by law to be provided by every CSB),

medica and socia detoxification for persons experiencing acute alcohol or drug intoxication,
short-term substance addiction resdential trestmernt,

mobile community crisis teams to provide outreach and short-term intervention,

short-term respite to remove an individual from a dysfunctiond environment,

short-term crisis sabilization in resdentia settings to avoid hospitaization,

intengve outpatient services for a brief period (e.g., eight vigts),

medications provided in combination with other crisis Sabilization services, and

acute partid or day hogpitdization.

Short-term services dso include generd access services such as prevention and information and
referral services,

ooooooood

Those individuas receiving short-term intensive intervention services who do not need
services after their Stuation has stabilized would be able to return to their daily activities. For
many individuas, quick accessto local hospitaization and other crisis stabilization services,
induding mobile community criss gabilization teams, would help prevent socid deterioration
that often occurs after an initid episode of mentd illness. Community-based detoxification
services would divert individuas with substance addiction (dependence) or abuse disorders from
admission to state mentd hedlth fadilities

The Department continues to emphasize the trangtion of acute psychiatric inpatient services
from gtate menta hedlth facilities to community hospitals to the extent that thisis possible. This
trangition would respond to consumer and family desires to receive services closer to home.
However, the Department recognizes that in certain area of Virginia, locd acute inpatient
capacity may not exist. State menta hedlth facilities would provide acute psychiatric services
where such capacity isnot availablein local hospitals. A mgor chalenge to the provision of
acute psychiaric inpatient care in community settings is the declining availability of operating
psychiatric inpatient bedsin local hospitals. Additionally, over the last few years, concerns have
been raised by severa groups regarding problems in the delivery of emergency services and acute
inpatient carein Virginia. Particular concerns follow.

e Potentid conflicts between the Federd Emergency Medical Treatment and Active Labor Act
(EMTLA) and Virginid sinvoluntary civil commitment law,

Incongstent application of Virginia's commitment laws in different communities across the
Commonwedlth,

Timeliness of emergency response in Some Cases,

Medica clearance for admisson to Sate facilities,

Respongbility for persons considered inappropriate for psychiatric hospital admission,

Lack of ongoing communication among loca participants.

To help address these issues, the Department has met periodicaly, since September 2000,

with the VirginiaHospital and Hedthcare Association (VHHA), the Virginia Association of

Community Services Boards (VACSB), the Supreme Court of Virginia, the Medical Society of
Virginia, the Psychiatric Society of Virginia, and the College of Emergency Physciansto identify

(0]
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possible actions and solutions.

In the 2001 Session of the Generd Assembly, legidation proposing to set forth consistent
requirements for medica evauation and assessment prior to admisson to state hospitas was
introduced. Although this legidation did not pass, it generated sgnificant diaogue on theissue
of medica screening. To help addressinconsistenciesin the medica screening requirements of
date hospitas, the Department has issued a memorandum to state hospitals darifying medicd
screening and medical assessment requirements.

On June 1, 2001, the VACSB convened atask force to address the apparent shortage of acute
inpatient beds, in both state and loca hospitals, which has increasingly hampered the treatment
efforts of locd menta health providers around Virginiain recent months. The task force included
individuas from CSBs, ate and private hospitds, and the Department. The VACSB is
considering avariety of recommendations proposed by the task force to address this issue.

Lastly, the Department is working with the CSBs to emphasize the importance of local
collaboration, planning and problem solving in the delivery of local emergency services. This
includes an examination of the extent to which loca plans are in place to address emergency
sarvice ddivery issues with the appropriate participants. The VACSB and VHHA are expected to
endorse this examination and send Ssmilar messages encouraging locad didogue.

Comprehensive Array of Longer-Term Services

Some individuds receiving short-term intensive intervention services may require longer-
term services and supports in addition to, or after, their short-term intensve intervention is
finished. These individuas would be screened for membership in apriority population and
referred to appropriate longer-term services. Longer-term services would be available, within the
congraints of available funds, to anyone who isamember of a priority population and needs the
sarvices. Longer-term services woud be provided, usualy for period of more than 30 days
during an episode of care, in accordance with the consumer’ s individualized services plan (1SP).

To assure that services are provided to individuas who truly need continuing care, longer-
term mentd health, mental retardation, and substance dependence or abuse services should be
targeted to consumersin priority population categories because these individuals have the most
serious illnesses or severe disabilities and present the greatest potentid risk to themsalves or to
others (suicide, public safety, dangerousness, homel essness).

Longer-term menta health, menta retardation, and substance abuse services would include:

clinica case management;

extended hospitalization (longer than 30 days) provided in a state menta hedth facility;
extended training and habilitation services provided in a mentd retardation training center;
Programs of Assartive Community Treatment (PACT) teams that provide intensive 24-hour
psychiatric, nursing, and case management services through interdisciplinary teams,
longer-term residentid services and housing supports,

psychosocid rehabilitation services,

day support and employment services,

therapeutic day treatment and intensive in-home services for children and adolescents with a
serious emotiondl disturbance;

oo o o
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€ medications management;

€ substance abuse day trestment, intensive outpatient, and aftercare services,

e ecidized psycho-geridric services that are more intensive than nursing homes but less
intensve than hospitdization;

e ealy intervention and Part C sarvices,

e family support sarvices, and

€ other individudized services and supports that address the needs of consumers.

Longer-term services funded by state-controlled dollars would not indlude menta hedth
individua outpatient psychotherapy, family or marital counseling, or longer-term substance abuse
individua counsding. Communities that choose to provide these services could use fees paid by
consumers, locd public funds, third party reimbursements, or Medicaid funds for digible
individuds.

A critical eement in the design and delivery of longer-term services is the expectation of
recovery, rehabilitation, and sdf-determination, to the grestest extent possible. Service provider
performance should be assessed by consumer outcomes and the extent to which the provider
discourages practices and services that foster long-term dependency. Providers of longer-term
services should be assessing, developing, and supporting the individud’ s employability and
connecting individuas to job training, employment, and vocationa rehabilitation services, as
gopropriate. Providers dso should be doing everything possible to keep the individua’ s family
dructurein place for aslong asthis reflects his choice and that of hisfamily. Findly, providers
should be building on, rather than replacing, the individud’s naturd supports (family, friends,
neighbors, churches, and other community organizations).

State menta health and menta retardation facilities would continue to provide extended,
longer-term inpatient rehabilitation services. A full range of inpatient forensc menta hedth
sarvices, from acute psychiatric care to longer-term inpatient rehabilitation, would continue to be
provided in a secure environment based on crimind justice system referrds. Child and
adolescent acute psychiatric and longer-term inpatient rehabilitation services would continue to
be provided in selected state menta hedth facilities.

In apoint-in-time survey conducted for this Plan in April 2001, CSBs documented current
demand for arange of longer-term community services and supports. This demand is described
in the following section of the Plan. The Department has identified the resource required over the
next two biennia to address this demand. The Department proposes to increase the number of
PACT teams by two to serve an additiona 160 individuas with serious mentd illnesses who have
histories of long or frequent inpatient stay's and require continuous intensive services. Thetwo
proposed regiond initiaives in Southern Virginiaand Eagtern Virginiaaso include longer-term
service components. The Southern Virginiaregiona services plan, if funded, would establish a
third new PACT team, two intensive community trestment (ICT) teams to actively monitor
individuas with histories of multiple hospitaizations, two group homes, trangtiond living
gpartments, and other resdentid services. The Region V (Eastern Virginia) Plan for Community
and Inpatient Care, if funded, would establish a variety of assertive community trestment,
resdentia, day trestment or partia hospitdization, case management, and medica servicesas
well as acute psychiatric services.
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Documented Demand for Community Mental Health, M ental Retardation, and Substance
Abuse Services

The Department asked the CSBs to complete a point-in-time automated data base to
document specific service requirements of individuas on CSB waiting lists on April 2, 2001. To
be included in the data base, an individual had to have sought the service and been assessed by
the CSB as needing that service. A summary of this documented demand follows.

Numbers of Individuals on CSB Service Waiting Lists by Service and Population

April 2, 2001
No. of No. of Child/ No. of No. of
Service Adult Adolescent No. of Adult Adolescent
MH MH MR SA SA

Outpatient Services

Psychiatric Services 1417 520 197 273 53

M edication Management Services 1,480 382 246 219 39

Assertive Community Treatment 263 14 29

Counseling and Psychotherapy 1,785 791 928 171

Behavior Management 285

Intensive SA Outpatient 309 27 788 137

Intensive In-Home 318 61 11

M ethadone Detox 101 2

Opioid Replacement 80

Case Management Services 1,405 485 1,013 628 52
Day Support Services

Day Treatment/Partial Hospitalization 285 131

Rehabilitation 574 16 615 36 1

Therapeutic Day Treatment 237 33

Sheltered Employment 137 9 452 11

Supported Employment Group Model 87 10 308 33

Transitional or Supported Employment 436 21 342 25 7

Alternative Day Support Arrangements 262 30 515 17 12
Residential Services

Highly Intensive 239 48 462

Highly Intensive (SA) 110 4 173 26

Intensive 168 26 1,109 453 51

Supervised 376 21 750 166 7

Supportive 700 49 993 58

Family Support 167 104 408 36
Early/Infant-Toddler Intervention

Early Intervention 6

Infant and Toddler Intervention 46
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Information about the characteritics and services needs of individuals identified by the CSBs as
needing community-based mental health, mental retardation, or substance abuse services follows.

e Of the 12,554 individuas waiting for CSB services, 10,107 (81 percent) were currently

receiving one or more CSB sarvices.

€ Adult Mental Health - Of the 4,458 adults on waiting lists, 3,865 (87 percent) were and
593 (13 percent) were not receiving CSB services.

€ Child/Adolescent Mental Health - Of the 1,349 youth on waiting lists, 1,037 (77 percent)
were and 312 (23 percent) were not receiving CSB services.

€& Mental Retardation - Of the 4,216 individuas on waiting lists, 3,324 (79 percent) were
and 892 (21 percent) were not receiving CSB services.

€ Adult Substance Abuse - Of the 2,186 adults on waiting lists, 1,601 (73 percent) were
and 585 (27 percent) were not receiving CSB services.

€ Adolescent Substance Abuse - Of the 345 adolescents on waiting lists, 280 (81 percent)
were and 65 (19 percent) were not receiving CSB services.

0%

A subgtantid number of individuas were waiting for a Sngle new or additiond service.

€ Adult Mental Health - Of the 4,458 adults on waiting lists, 1,903 (43 percent) were
waliting for asingle service, most frequently counseling and psychotherapy (525
individuas), case management (354), supportive residentia (188), psychosocid
rehabilitation (162), and psychiatric services (91).

€ Child/Adolescent Mental Health - Of the 1,349 youth on waiting lists, 557 (41 percent)
were waiting for asingle service, most frequently counsdling and psychotherapy (208),
intengve in-home (101), case management (64), and psychiatric services (60).

€ Mental Retardation - Of the 4,216 persons on waiting lists, 1,955 (46 percent) were
waiting for asingle sarvice, most frequently intensive resdentid (468), supportive
resdentia (414), supervised resdentid (338), rehabilitation (154), and family support
(205).

€ Adult Substance Abuse - Of the 2,186 adults on waiting lists, 1,195 (55 percent) were
waiting for asingle service, most frequently counsdling and psychotherapy (294),
intensve SA outpatient (287), intensve residentia (250), and case management (87).

€ Adolescent Substance Abuse - Of the 345 adolescents on waiting lists, 180 (52 percent)
were waiting for asingle service, most frequently counsdling and psychotherapy (71),
intensive SA outpatient (48), and intensive resdentiad (20).

Mot individuals waiting for services were identified as being in apriority population.

€ Adult Mental Health - 3,673 adults were assessed to be in a priority population, 345 were
not in a priority population, and 398 were not assessed.

€ Child/Adolescent Mental Health - 935 children and adolescents were assessed to have a
serious emotiona disturbance, 146 were assessed to be at-risk, 77 were not in a priority
population, and 172 were not assessed.

€ Mental Retardation - 3,828 individuals were assessed to have menta retardation and167
to have cognitive developmental delay, 17 were not in a priority population, and 186
were not assessed.

€ Adult Substance Abuse - 1,627 adults were assessed with substance dependence, 160 with

substance abuse, and 32 with substance-related violence; 112 were not in a priority

(0%
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population; and 243 were not assessed.
€& Adolescents Substance Abuse - 153 adolescents were assessed with substance

dependence and 151 with substance abuse; 17 were not in a priority population; and 23
were not assessed.

€ Many individuds on CSB waiting lists had conditions or needs that could require specidized
sarvices and supports. Across al populations, the most frequently identified conditions or

needs were:
€ dud diagnoses of MI/SA or MI/MR, € extendve persond care needs, and
€ extensve behaviora needs, € mgor medica or hedth conditions.

Other mgor conditions or needs cited for individuals waiting for mental retardation services
included verba communication issues, developmenta disability other than menta
retardation, and ambulatory issues.

Numbers of Individuals on CSB Waiting Lists With Characteristics That May Require Specialized
Services and Supports

April 2, 2001

Population Group Mental Health Mental Substance Abuse

or Characteristic Adult  C/A Retardation Adult  C/A
Forensic Status 105 9 12 93 48
Dual Diagnoses (MI/SA and SA/MI) 903 48 433 124
Dual Diagnoses (MR/MI and MI/MR) 147 30 623
Dual Diagnoses (SA/MR and MR/SA) 9 6 3
Triple Diagnoses (MI/MR/SA) 17 0 15 5 3
Developmental Disability Other Than MR 97 61 663 14 1
Deafness or Severe Hearing L oss 47 3 152 9 0
Blindness or Severe Visua Impairment 49 3 226 11 0
Non-ambulatory or Mgjor Difficulty in Ambulation 78 4 620 12 0
Unable to Communicate with Verbal Speech 27 5 919 2 0
Traumatic Brain Injury 72 3 61 16 1
Dementia 66 9 3
High or Extensive Behavioral Needs 549 552 870 126 64
High or Extensive Physical or Personal Care Needs 262 A 1,062 25 1
Major Medical Condition/Chronic Health Problem 753 21 800 174 2
Limited English Proficiency (National Origin) 152 17 76 59 6
Specia Education 445

e CSBsidentified specific risk factors for individuas waiting for services. Limited or lacking
socid supports was amgor risk factor for al populations. For adults, other factors included
unemployment and risk for homeessness. For youth, other factorsincluded risk of out of
home placement, lack of school attendance, and socid services/crimind justice involvement.
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Numbers of Individuals on CSB Waiting Lists With Identified Risk Factors by Population

April 2, 2001
Service Mental Health Mental Substance Abuse

Adult  C/A Retardation Adult  C/A
At Risk of Being Homeless or Out or Home Placement 1,129 169 702 570 178
Currently Unemployed or No Day Support Options 2514 0 548 976 0
Social Supports Are Limited or Lacking 2,835 630 2,006 1,060 246
Aging Care Giver 344 67 See Note 15 10
Care Giver llIness or Disability 189 187 536 19 29
Currently Truant, Expelled, Suspended, or Dropped Out 192 180
of School
Family Has Petitioned to be Relieved of Custody 18 25 5
Aging Out of CSA or Foster Care Financing for 17 86 6
Residential Services
Application for Training Center Admission 15
Socia Services/Juvenile Just System Involvement 24 265
Aging Out of Special Education 541
Currently Pregnant 18 2
Female Who Currently Resides with Dependent Children 159
Concurrent Medical Problems ( HIV/AIDs, TB, 166 2
Hepatitis)
IV Drug Use 181 1

Note:  For individuds with mentd retardation who were waiting for services,

& 354 individuds had care givers who were over 70 years of age,

461 individuds had care givers who were between 61 and 70 years old,

970 individuals had care givers who were between 51 and 60 years old,

1,377 individuals had care givers who were age 50 or younger.

Information provided by CSBs regarding MR Waiver digibility of individuas with a

diagnosis of mentd retardation follows.

€ Mental Retardation - For the 4,216 individuads on CSB MR waiting lists, 3,180 were
identified as waver-digible, 575 as not waiver-digible, 326 as not assessed for waiver
eligibility and 135 as not reported.

€& Dual Diagnosis of MI/MR - For the 147 adults with a MI/MR diagnosis, 22 were
identified as waiver-dligible, 32 as not waiver-dligible, 52 as not assessed for waiver
igibility, and 41 as not reported. For the 30 children and adolescents with a dud
diagnogs, four were identified as waiver-dligible, three as not waver-digible, 13 as not
assessed for waiver digibility, and 10 as not reported.

€ Dual Diagnosis SA/MR - For the six adults with a SA/MR diagnos's, two were identified
as not waiver-digible, two were not assessed for waiver digibility, and two were not
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reported. For the three adolescents with a SA/MR diagnos's, one was assessed as not
waiver-eligible, one was not assessed for waiver digibility, and one was not reported.

CSBs identified whether children and adolescents who were waiting for mental hedlth or
menta retardation services were in a Comprehensive Services Act-mandated population.

&

&

Mental Health - Of the 1,258 child and adolescent cases cited, 221 werein a CSA-
mandated population, 437 were not, and 600 were not assessed.

Mental Retardation - Of the 1,858 child and adolescent cases cited, 198 were in a CSA-
mandated population, 351 were not, and 1,309 were not assessed.

For the 1,349 children and adolescents waiting for menta hedlth services, CSBs reported that
52 would need these services in the 2004-2006 biennium, and 66 in the 2006-2008 biennium.

For the 4,216 individuas waiting for mentd retardation services, CSBs reported that 547
would need these services in the 2004- 2006 biennium and 460 in the 2006-2008 biennium.

Mogt individuas waiting for services lived in a private resdence or school.

&

&

Adult Mental Health - For the 4,413 cases cited, 3,431 (78 percent) lived in private
residences, 309 (7 percent) lived in asssted living facilities, 207 (5 percent) were
homeess or lived in ahomeess shdter, and 161 (4 percent) lived in community
resdentia programs.

Child/Adolescent Mental Health - For the 1,336 cases cited, 1,194 (89 percent) lived in
private residences or schools and 94 (7 percent) had afoster home or family sponsor.

Mental Retardation - For the 4,184 cases cited, 3,511 (84 percent) lived in private
residences or schoals, 207 (5 percent) livesin asssted living facilities, 192 (5 percent)
lived in community resdentid facilities, and 92 (2 percent) lived in some other
inditutional setting.

Adult Substance Abuse - For the 2,152 cases cited, 1,397 (65 percent) lived in private
residences, 473 (22 percent) werein alocd jail or correctiond facility, and 100 (5
percent) were homeless or lived in ahomeless shdlter.

Adolescents Substance Abuse - For the 344 cases cited, 265 (77 percent) lived in private
residences or schools and 49 (14 percent) were in adetention or correctiona facility.

Theremaining individuas lived in avariety of types of resdences.

CSBs dso estimated the number of weeks individuas waited prior to their actud receipt of
specific services. The longest average wait times were for resdentid services, especidly MR
child highly intensive (117 weeks), adult intensive residentia (115 weeks), adult supervised
resdentid (86 weeks), child intensive resdentia (85 weeks), and adult highly intensive

resdentia (84 weeks) services. Average wait times across the CSBs for specific services follow.

30



Average Service Wait Times in Weeks Across CSBs by Service and Population

April 2, 2001
Service Mental Health Mental Retardation Substance Abuse
Adult C/A Adult  C/A Adult  C/A

Initial Assessment 47 46 34 31 34 34
Outpatient Services

Psychiatric Services 58 59 18.7 49 54 6.6

M edication Management Services 54 59 14.3 37 51 6.0

Assertive Community Treatment 17.7

Counseling and Psychotherapy 53 58 36 43

Behavior Management 218 55

Intensive SA Outpatient 24 5.7

Intensive In-Home 39

M ethadone Detox 53

Opioid Replacement 57

Case Management Services 103 42 214 12.6 36 32
Day Support Services

Day Treatment/Partial Hospitalization 35 2.7

Rehabilitation 81 15 39.2 25.0 4.3

Therapeutic Day Treatment 9.0

Sheltered Employment 118 30.1 270 54

Supported Employment Group Model 229 29.8 205 43

Transitional or Supported Employment 84 86 195 40 42

Alternative Day Support Arrangements 37 6.6 29.8 380 43
Residential Services

Highly Intensive 47.2 3 83.9 1170 8.7 22

Intensive 440 10.0 114.8 849 6.6 40

Supervised 29.6 4.0 86.2 57.6 7.6 13.0

Supportive 31.0 4.0 61.8 281 29 2.8

Family Support 29 7.1 188 11.9 28 70
Early/Infant-Toddler Intervention

Early Intervention 22

Infant and Toddler Intervention 16

Prevention Services
Substance Abuse Prevention Services

The Department is the single State authority for the federd Substance Abuse Prevention and
Treatment (SAPT) block grant. Federa regulations direct the use of SAPT block grant funds. The
Department’ s Office of Substance Abuse Services oversees and manages substance abuse
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prevention and trestment services delivered through the CSBs. Prevention servicesinclude
activities that involve people, families, communities, and systems working together to promote
their strengths and potentials. Prevention isaimed at substantidly reducing the incidence of
mentd illness, mentd retardation and other developmenta disabilities, and dcohol and other drug
dependence and abuse by enhancing protective factors and reducing risk factors.

The Department adopted a community-based prevention planning processin 1995. Each
CSB was asked to convene a group of service providers, representatives of schools, business,
socid organizations, the faith community, and law enforcement in each jurisdiction within its
catchment area. The task was to conduct a needs and resource assessment; identify service gaps
and unserved populations; and plan, implement, and evauate prevention programs that address
the service gaps and identified risk factors. Each jurisdiction in Virginia participates in asingle-
or multiple-jurisdictiona prevention planning process.

The prevention planning process is congstent with that used by the Virginia Departments of
Education, Crimina Justice Services, and Juvenile Justice is required for grant applications
submitted to these systems and the Governor’ s Office on Substance Abuse Prevention. All CSB
prevention services supported by SAPT block grant prevention set-aside funds must address risk
factors and sarvices priorities identified by community-based prevention planning groups. The
needs assessment for high risk youth and families developed for the 2002-2008 Comprehensive
State Plan was conducted by the community-based prevention planning groups.

In FY 2000, the Department funded, through a competitive grant process, nine community
services boards to replicate science-based prevention programs for families. Funding for three
more programnswill be made available in FY 2002. These programs include services for new
parents, for parents and their children who attend Head Start, and families with children and
adolescents. Each program has separate activities for parents and youth as well as family
activities. Program directors are working closaly with program devel opers and university faculty
to evduate the programs. For the 2002-2004 biennium, the Department is proposing to establish
15 new science-based prevention programs. The programs, if funded, would focus on reducing
risk factors and increasing skills with gains maintained over time.

I nteragency Youth Suicide Prevention

The Department is working with the lead agency, the Virginia Department of Hedlth, and the
Department of Education to implement the Virginia Youth Suicide Prevention Plan. An externd
advisory group, the Virginia Y outh Suicide Advisory Committee, has been formed and meetson a
quarterly basis. Thisgroup is comprised of CSB representatives, various advocacy groups, and
the Virginia Suicide Prevention Council. The Virginia Suicide Prevention Council, whichisa
citizen’s group organized to formulate a suicide prevention plan for Virginiaacross the lifespan,
has been instrumentd in advocating for the Virginia Youth Suicide Prevention Plan.

Funding was appropriated by the 2000 General Assembly in the amount of $75,000 for each
year of the biennium. With this funding, the Department has implemented a Statewide Suicide
Intervention Skills Training Network. There are 46 trainers across Virginiawho are conducting
two-day practice-oriented workshops in the area of suicide prevention and intervention. The
Department has also conducted public awareness and education activities. Additiond funding
will be needed to implement a comprehensive statewide youth suicide prevention plan.
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Prevention of Youth Access to Tobacco Products

The Synar Amendment (Section 1926) to the Public Hedlth Service Act requires sates, asa
condition of recaiving the SAPT block grant, to havein its code and enforce alaw that prohibits
sde or distribution of tobacco products to youth under the age of 18. In the Code of Virginia, this
prohibition is clearly stated in §18.2-371.2. States must annudly negotiate arate of alowable
noncompliance and demongrate enforcement by conducting inspections of randomly selected
retail outlets to test compliance with the amendment. Failure to achieve the target can resultin a
pendty of up to 40 percent of astate’'s SAPT block grant award. Virginia s current negotiated
rate is 20 percent, and the state has achieved arate of 19 percent for this period.

In addition to the pendty, however, there are other consequences of youthful tobacco use:
One-third of dl teenagers who use tobacco will die of tobacco-related disease; and

Tobacco use among youth is linked to behaviora hedlth problems such as anxiety disorders,
depression, and drug abuse.
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Severd Virginia agencies have digtinct programs that focus on youth access issues. The Code
of Virginia charges the Department of Alcoholic Beverage Control with enforcing prohibition of
sdles and distribution of tobacco products to youth (818.2- 371.2). This agency conducts
ingpections of retailers for Synar compliance under an interagency agreement with the
Department of Mental Hedlth, Mental Retardation and Substance Abuse Services.

The Department of Health has awedll-established Office of Tobacco Use Control that has
developed community-based coditions and successful public information campaigns focused on
prohibiting youth access. The Department of Mental Hedlth, Mental Retardation and Substance
Abuse Services entered into an interagency agreement with the Department of Hedlth to take
advantage of its Saff’ sexpertise in thisarea. The resulting campaign included window posters,
lape tickers, merchant pamphlets, billboards, and bus Sgns. Radio public service
announcements were developed to stress the importance of the role of parentsin preventing
tobacco use and to inform them of the risks for physical health and drug abuse linked to smoking.
The Department aso awarded $400,000 to CSBs ($10,000 each) for the explicit purpose of
creeting programs that would encourage youth not to smoke and provide assistance in stopping.

The 1999 Session of the General Assembly established the Tobacco Settlement Foundation to
“as34 in financing efforts to redtrict the use of tobacco products by minors through such means
as educationa and awareness programs on the hedlth effects of tobacco use on minors and
enforcement of laws restricting the distribution of tobacco products of minors’ (832.1-355).

Access | ssues for Specific Populations
Older Adults

The misson of the Department isto improve the qudity of lifefor dl citizens of the
Commonwedth who are a risk of severe menta disabilities or substance dependence or abuse.
One of the most rgpidly growing segments of this population is elderly adults. According to
Mental Health: A Report of the Surgeon General (1999), a substantia proportion of the
population 55 and older B dmost 20 percent B experience specific mentd disorders that are not
part of “norma” aging. This meansthat of the 1,423,944 Virginians who are 55 years old and
older (2000 Census), an estimated 281,940 have a specific mental disorder that is not associated
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with aging. Best estimate one-year prevaence rates for specific mental disorders, based upon
epidemiologica catchment areainformation described in the Surgeon General’ s Report, follow.

Estimated One Year Prevalence Ratesin Virginia of Mental Disorders Not Associated with Aging
Based Upon Epidemiological Catchment Area I nformation

Prevalence Estimated Number of Virginians Age 55
(%) and Older with a Mental Disorder

Any Anxiety Disorder 114 162,329
Any Mood Disorder 44 62,653
Schizophrenia 0.6 8,543

Somatization 03 4,271

Severe Cognitive Impairment 6.6 93,980
Any Disorder 198 281,940

Mental Health: A Report of the Surgeon General, Chapter 5 Older Adults and Mental Health (page 336),
source of prevalence estimates: D. Regier and W. Narrow, personal communication, 1999.

The Surgeon General’ s Report further states that researchers estimate that an unmet need for
mental hedlth services may exist for up to 63 percent of adults aged 65 years and older with a
mentd disorder (p. 341). Given these figures, the development of a standardized assessment tool
to screen older individuas and the use of clinical guideines specificdly designed for the elderly
population are criticaly important.

The provision of menta hedlth, menta retardation, and substance abuse services to older
adults is made complex by the lack of providers trained to serve this population and the limited
number of speciaized community-based programsin Virginiathat serve older adults. The
growing need to better serve older adults, including those with mental disabilities, represents a
shift in this culture’ s perspective on older persons. Where society once assumed that older adults
required no more than custodia or end-of-life care, increased longevity; a renewed respect for the
socid, palitica, and economic contributions of this population; and the demand for more
gppropriate treatment choices by individuals who receive services have placed pressures on
sarvice ddivery systems to develop new treatment models. Treatment models for elderly persons
with mentd disabilities must be well coordinated, respond to the unique needs of a population
with growing health issues, and provide services that promote new roles for individuals who seek
to continue as productive members of their communities.

In November 1999, the Department issued a Study of the Feasibility of Providing Specialized,
Non-Acute Care to Gero-psychiatric Consumers. This study was prepared in response to Budget
Bill language (Item 342, 1999). This study concluded that there is aneed for community-based
non-acute specidized service cgpacity for this population in Virginia. This study identified best
practicesin gero-psychiatric care to include consumer- centered, family-focused, and community-
based support and trestment interventions, with the god of diverting hospitdizations to the extent
possble and minimizing disruption to the community placement when hospitalization is
necessary. This requires a comprehengve continuum of community-based care. In abest
practices modd, state facilities would provide acute psychiatric stabilization and training and
technica assstance to build community capacity. The study cited severa examples of best
practices in facility and community based gero-psychiatric care, including the following.
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€ TheMary Starke Harper Geriatric Center was established by the state of Alabamain 1996.
The Center provides specidized care to consumers with dementia and serious and persistent
mentd illnesses such as schizophrenia and affective disorders. Itsgod is to reduce lengths of
day through the implementation of age-specific assessment and trestment and enhanced use
of specidized community services. The Center emphasizes and provides training and
technica assistance on the development of community capacity for this population. A
network of trained community care givers, including public and private providers, family
members, and higher education students, has been established to divert potentia admissions,
where gppropriate. This same network facilitates trangition of Center admissions back to the
community when hospitalization is no longer needed.

Older Adult Behaviord Criss Services, located in Oregon, provides community-based crisis
care for gero- psychiatric consumers. The program’s god isto maintain older adults with
mentd illness and dementia in the community through expanded outreach and trestment to
people in their homes. A pecidized geriatric team performs on-Site assessment, does
treatment planning, and recommends psychotropic medications. Thisteam may include a
daff psychiatric aide who is able to stay in the consumer’ s home throughout acriss. Follow-
up counsdling for the older adult and family membersis available.

Additiondly, psychosocid rehabilitation (PSR) is one treetment modd that israpidly
expanding to include services to assst order adults gain new roles, new skills, and new hope for a
productive life. The PSR modd is based on aset of values and technologies that promotes sdif-
determination, growth, and the achievement of rehabilitation and recovery gods. The Department
retained the services of the Boston Center for Psychiatric Rehabilitation, Inc. (BCPR) to assess
the preparedness of each sate facility to provide PSR services and to train staff in PSR
technologies.

(0]

Inits Sudy of the Feasibility of Providing Specialized, Non-Acute Care to Gero-psychiatric
Consumers, the Department concluded that community- centered, family-focused and community-
based services congtitute best practice in gero-psychiatric care. Inpatient psychiaric facilities
should support community capacity through provison of short-term acute psychiatric stabilization
services. With adequate financia incentives to promote provider development and interest, the
report suggested that there would be a market for specialized non-acute geriatric service models.

The study further recommended the promotion of regiond CSB planning to develop a
comprehensive continuum of care for geriatric consumers and the provision of financial resources
for the development and implementation of services based on best practices.

In recognition of evolving perspectives on the nature of menta hedth services for older
adults and the settings in which they are delivered, the Department has convened a pand of
experts to discuss the development of community gero-psychiatry services and, in particular, the
type of residentia gero-psychiatric service that might best serve this population. The panel,
which includes representatives from the University of Virginiaand Medica College of Virginia
Departments of Psychiatry and state facilities, is examining the types of patients that would be
gppropriate for such a service and how such a program might be organized and operated.

The group has begun to review a variety of treetment models, including development of a
mobile consultation/treatment team, development of a speciaized wing in anurang facility with
augmented gtaffing levels, and development of a separate resdentid facility to provide
assessment and treetment. They aso are giving consideration to the need for areview of the
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entire systlem of publicly delivered gero-psychiatric care in order to assess the sufficiency,
comprehensveness, and coordination of services. While every community in Virginiais served
by an Area Agency on Aging that asssts with services to older adults, generdly, thereis no
adminigrative body responsible for integrating the array of services needed specificdly for
elderly individuas with severe mentd illnesses.

The Department dso is exploring ways to improve treatment services to older adultsin
psychiatric hospitals and in communities. All of the Department’ s geriatric hospitas and centers
now have active trestment mals that incorporate PSR values of person orientation, support,
involvement, active participation, sdf-determination, and outcome orientation. A few CSBs now
provide PSR sarvices that are specificaly targeted to ederly adults in community settings.
Further work is needed, however, in anumber of critica aress, including:

€ Ongoing training regarding the dinica benefits of PSR for older adultsin heping them
establish new roles and maintain or regain skills that will help them to live amore
independent life;

Training on PSR program development for elderly persons and training for staff to deliver
PSR sarvicesto this population;

Dissemination of information about successful PSR programs for ederly adultsto CSB
programs with literature, guidance materias, and contact information to encourage and
support the development of new and expanded CSB programs for this population; and
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Facilitation of meetings, conferences, and consultation vists between CSB and ate facility
PSR programs to expand the range of options and provide for greater continuity in servicesto
older adults in both settings.

To address the needs of individuas with Alzheimer’s Disease, Virginia has established an
Alzheimer’'s Disease Response Task Force. Priorities of this Task Force include:

~

€ Providing information about Alzheimer’s Disease to primary care physcians, Nurses,
practitioners, physicians office nurses, and other hedth professondswho can assst in
identifying and caring for persons with the disease;

(D

Reviewing exigting educationd and continuing education programs for hedth care and
human services professionds to make sure information about Alzheimer’s Disease is
included in the curriculum; and

Identifying the weskness and gaps in the system and using this information to guide
collaborative efforts, focusing first on state agencies and then on regiond and loca
organizations and service providers.

(0]

Asadl people age, ther daily activities change and there is a generd expectation of retirement
from typical sources of work activity. Many people experience increased physicd, sensory or
cognitive problems that limit capacity in someways. The same facts are true for people with
mental retardation, sometimes to an accelerated degree, because or other physicd or cognitive
complications that aready exis.

Residentiad services providers, regulators, and funding sources should recognize the
legitimacy of offering generd support and supervison, as opposed to training, as people with
mentdl retardation grow older. The greatest source of funding for community services for people
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with mentd retardation in Virginiais the Medicad MR Waiver. Currently, the MR Waiver is
established to provide developmental and training services for people who would otherwise
require Smilar sarvicesin an inditutiona setting, most often one of Virginia sfive training

centers. Aging Virginians with menta retardation are increasingly unable (or unwilling) to
participate in day or resdentia support programs that focus on acquiring new skills. The
emphasis on training that is inherent in the current MR Walver congtruction means that
consumers who need only genera support and supervison risk losng digibility for Waiver
sarvices. Virginiacan not afford to replace community-based services with indtitutional services,
financidly or mordly, smply because a consumer needsto “retire’ from active treatment.

Many older adults need trestment for acohol and drug abuse disorders and do not receive it.
Alcohol abuse and prescription drug misuse affect as many as 17 percent of older adults. Because
of insufficient knowledge, limited research data, and hurried office vidts, hedth care providers
tend to overlook substance abuse and prescription drug misuse among older people, mistaking the
symptoms for those of dementia, depression, adverse drug reactions or other problems common to
older adults. Additiondly, older adults are more likely to hide their substance abuse and are less
likely to seek professond help (SAMHSA-CSAT Treatment Improvement Protocol #26).

Older adults who “sdf-medicate” with alcohol or prescription drugs are more likely to
characterize themsalves as lonely and to report lower life satisfaction (Hendricks et. ., 1991).
Older women with acohol problems are more likely to have had a problem-drinking spouse, to
have lost their spouses to degth, to have experienced depression, and to have been injured in fdls
(Wilsnack and Wilsnack, 1995).

Misuse and abuse of acohol and other drugs may take a greater toll on affected older adults
than on younger adults. In addition to the psychosocid issues that are unique to older adults
(unresolved loss, progressive family and socid isolation, sensory deterioration), age-related
biomedica changes influence the effects that dcohol and drugs have on the body and may
accderate the norma decline in physiological functioning that occurs with age (Gambert and
Katsyoannis, 1995). Alcohol and drug use may elevate older adults dready high risk for injury,
illness, and socioeconomic decline (Tarter, 1995).

Children and Adolescents

Mental Health: A Report of the Surgeon General Surgeon cites concerns about inappropriate
diagnoses of children’s mentd hedth problems. Too often, children with menta hedth problems
do not receive services until they end up in a secure setting such as a hospital, detention center,
jal, or agtate juvenile correctiond facility. Menta disorders with their onset in childhood and
adolescence include:

Selected Mental Disorders of Children and Adolescents from the DSM 1V
€ Anxiety disorders € Learning and communication disorders
€& Attention-deficit and disruptive behavior disorders € Mood disorders (e.g. depressive disorders)
€ Autism and other pervasive developmental disorders & Schizophrenic disorders
€ Eating disorders € TicDisorders
€& Elimination disorders
Source: Mental Health: A Report of the Surgeon, Chapter 3: Children and Mental Health, (page 137).

According to the Surgeon General’ s Report, both biologica factors and adverse psychosocid
experiences during childhood influence, but do not necessarily “cause,” mentd disordersin
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children. Their effect depends on individua differences among children, the children’s ages, and
whether these factors or experiences occur done or in combination with other risk factors. The
Report citesthe following risk factors for developing mental disorders or experiencing socid-
emotiona problems.

Prenatd damage from exposure to acohoal, illegd drugs, and tobacco;

Low birth weight;

Difficult temperament or and inherited predigpogition to amenta disorder;

Externd risk factors such as poverty, deprivation, abuse, and neglect;

Unsatisfactory relationships,

Parental mentdl disorders, and

Exposure to traumatic events. (Surgeon General’s Report, p. 129)

These risk factors are included within the Department’ s priority population definition of at-risk of
developing a serious emotiond problem.

oooo oo

A growing body of empirica evidence estimates a prevalence rate as high as 50 percent for
the co-occurrence of acohol and other drug use among adolescents with menta hedlth disorders.
Recent studies suggest that these adolescents have specid treatment needs, including:

attention to developmental and other characteristics of adolescents,
atreatment focus that examines and involves the adolescent’s socid and familia networks,
the adaptation of clinica interventions for adolescents with dud diagnoses, and

the need for services to be coordinated and integrated across multiple systems and points of
contact. (Petrila, Foster-Johnson and Greenbaum, 1996)

Coordinating menta health and substance abuse systems of care would address the complex
needs of adolescents with both problems. Service needs for adolescents coping with co-occurring
disordersinclude crigs intervention, inpatient programs, residentia trestment programs, day
treatment programs, and outpatient counseling. (Fleich, 1991)

According to the Department of Education Report of Children and Youth with Disabilities
Receiving Special Education (2000), there are 15,947 children between the ages of 3-22 in specid
education with adiagnosis of mentd retardation. Of these children, 10,842 are diagnosed with
mild mental retardation (68 percent), 2,536 with moderate mental retardation (16 percent), 1,236
children with severe and profound mentad retardation (8 percent), and 1,333 children with autism
(8 percent). CSBs served 4,998 of these children in FY 2000. Currently, there are 50 children on
the Medicad MR Waiver, and services for 32 of these children are paid for with Comprehensive
Services Act (CSA) funds.

The Department has typically addressed the needs of children according to the specific
disability areain which the child entered services. Nationdly, aswel asin Virginia, increasng
emphasisis being given to integrating treatment services and supports for this population.
Regardless of how their needs are identified in a system of care, children and adolescents should
have access to menta health and substance abuse prevention services, adequate assessments,
evauation and diagnosis, and appropriate trestment when needed.

Since the late 1980s, Virginia has focused on developing systems of care that include: a
comprehensive array of services and supports, strength-based individudized services planning,
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least redtrictive services environments, home and community-based services, family involvement
and partnerships, cross-agency coordination, cultura competence, early identification, and
accountability through outcome evauations. (Stroul and Friedman, 1986, 1994). Emphasis has
been placed on building CSB foundation services. For children and adolescents with mental
hedlth needs, foundation services include emergency, speciaized outpatient, intensve in-home,
day treatment, individuadized thergpeutic home, case management, respite, and family support
services. For younger children, foundeation services include case consultation in an early
childhood setting such as a home, center, family-based child care, or preschool program; early
intervention services, case management; and family supports. All CSBs now offer:

~

€ Emergency and case management services, outpatient counseling, and prescreenings for state
psychiatric hospitd admissions for children with or at risk of developing a serious emotiona
disturbance;

e Family support and early intervention services for children with mentd retardation and
developmenta ddlays, and

€ Outpatient counseling for children and adolescents with substance abuse trestment needs and
substance abuse prevention services.

However, the availability of speciaized servicesfor children with mental hedlth, mental

retardation, and substance abuse needs vary across CSBs. Not dl CSBs provide mentd hedth in-
home services, day treatment, respite care, and sponsored placement services. Some CSBs
provide day care subsidies and MR Waiver services for children.

Additiondly, the Department has piloted demonstration projects to improve access to child
and adolescent menta health services, collaborated with other state agenciesto design and
improve the Comprehengve Services Act, and implemented individudized community servicesto
address the menta health needs of children and adolescents whaose services are not mandated
under the CSA.

The number of children served by CSBsin 1998, 1999 and 2000 has continued to increase.
In 2000, CSBs served 41,231 unduplicated children and adolescents age 17 and under across all
three disabilities, as compared to 40,676 in 1999 and 39,095 in 1998. However, there continue to
be gaps in the provision of and access to prevention and treatment services and supports needed
by children and adolescents and their families.

In additionto services provided by the CSBs, the Department operates a 48-bed psychiatric
hospita for children and adolescents and a 16- bed adolescent unit for adolescents, which provide
arange of inpatient treatment services. In FY 1998, 1999, and 2000 the Department served 755,
700, and 615 children and adolescents, respectively, in state menta hedth facilities.

The Surgeon General’ s Report suggests that menta disordersin children and adolescents
must be congdered within the context of the family, peers, school, and community. Thisrequires
collaboration with family members and school, juvenile justice, hedlth, socid services, eduction,
and other service providers. The CSAT Treatment Improvement Protocols (TIPS) indicate that
traditiona substance abuse trestment interventions may not be adequate to meet the needs of
acohal or other drug abusing adolescents. The mulltiple problems facing these adolescents
require that afull range of comprehensive and integrated services be available so that a specific
treatment gpproach can be tailored to the needs of each young person. In Virginia, state and local
collaborative efforts have continued across agencies that traditionally serve children, including the
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Departments of Medica Assistance Services, Socia Services, and Crimina Justice Services, to
improve the provison of services.

The Department supports serving children in their naturd home or in afamily-like home
where the provider istrained and approved to care for children with disabilities. When thisis not
possible, services and supports should be provided, to the extent possible, in community-based
programs in the child’'s home community. The VACSB Child and Family Council has proposad
an array of sarvices that includes:

e Crigsintervention with 24 hours per day/seven days per week criss intervention and
psychiatric services, inpatient hospitdization and detoxification for persons with substance
abuse;

Intensve community-based services that include in-home individud and family therapy;
intensve in-home sarvices, psychiatric services, medication management; individud, group
and family therapies, therapeutic day trestment; therapeutic preschool services, and intensive
substance abuse outpatient services,

Specidized vocationd training and trangition services,

Community-based resdentia services that include crigs stabilization units, substance abuse
resdentia treatment, therapeutic foster care, community group homes, and programs for

independent living;
Case management that is targeted, intensive, and family-focused; and,

e Family support services that include respite, child care, specidized trangportation,
community-based parenting classes and support groups, and in-home parenting training.

(0]
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All these services are essentid in devel oping the components of a qudity system of care for
children and adolescents. With the individualized service modd implemented by the Department
in FY 2001 for non-CSA mandated children and adolescents, CSBs have been able to provide
individuelized services needed to more than 500 children in FY 2001.

The 2000-2002 Appropriation Act included language directing the Department and the
Department of Medicad Assstance Services, in cooperation with the Office of Comprehensive
Services, CSBs, and court service units to develop an integrated policy and plan, including the
necessary legidation and budget amendments, to provide and improve the access by children to
menta hedlth and mentd retardation services. The plan, which is currently being developed, will
identify the services needed by children, the cost and sources of funding for the services, the
strengths and weaknesses of the current services ddivery system and administrative structure, and
recommendations for improvements. A focus on substance abuse services was added by the
Department.

The god of the Children’s Integrated Policy and Plan isto provide improved access for
children and adolescents and their families to needed mental health, mental retardetion, and
substance abuse services. This plan will include specific action steps to strengthen Virginia=s
continuum of care for children and adolescents, address service capacity gaps, respond to
geographical access issues and technical needs, and identify resource requirements. The
Department isworking to include dl key stakeholders in the development of thisplan. The
preliminary plan will be developed during FY 2002.
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Persons with Diagnoses of Mental Retardation and Co-occurring Mental IlIness

It is estimated that 20 to 35 percent of dl people with mentd retardation dso have a
diagnoss of mentd illness. (Hetcher, Nationd Association on Dud Diagnoss). Virginia
prevaence data suggests that, of the gpproximate 68,000 Virginians with some level of menta
retardation, approximately 13,000 to 24,000 aso have a psychiatric disorder. This presents
Virginid s sysem of sate facility and community-based services with the challenge of
appropriately diagnosing and supporting and tresting consumers with adud diagnosis of menta
retardation and mentd illness. Adequatdly addressing the needs of these individuasis essentia
because they:

€ May beplaced in ether gate facility or community programs that fail to appropriately
address the combination of support and trestment needs that exi<t;

e Frequently exhibit behaviors that place them and the public at risk of physica harm or may
lead to encounters with the correctiona systlem in lieu of clinicaly-based appropriate
supports and treatment; and

€ Reguire some of the most costly interventions and support initidly, and often for long
periods of time, due to the nature of their behaviors.

Thelack of required formd training for physicians and psychiatrists in developmentd disability
issues compounds the difficulty in getting the correct diagnosis or trestment. This can be
complicated by an incomplete medica higtory, difficulty in doing an assessment, and the inability
of family members or other care givers to recognize and report symptoms of mentd illnesses. For
too many individuds, intervention with gppropriate resources is generdly forced through crisis
gtuations, with most discussion focused on who is responsible for addressing the consumer’s
immediate problem.

Bedt practice in the fidd of mentd retardation includes development of a support plan that is
driven by aholigtic assessment of the consumer; a thorough medical assessment; and the
incdluson of consumer and family goas for achievement, community incluson, and qudity of
life. Behaviord support planstypically become part of the overdl service plans, developed from
afunctiond assessment to identify problem behaviors and identification of “triggers’ or
environmental issues.

Through techniques of Postive Behaviora Support (PBS), many families and providers are
trained in understanding how consumers communicate pain, distress or frustration with various
dgtuationsin their lives. Providers and families can adjust activities to address the underlying
causes of the behaviors. However, for consumers experiencing co-occurring mentd illness, PBS
techniques in and of themselves are not sufficient to address other psychiatric issues that may
require other types of trestment or medication management regimens. The difficulty in
adequately assessing a co-occurring mentd illness is exacerbated by the frequent inability of the
consumer to verbalize emations or otherwise relay experiences that are criticad in the diagnostic
process for persons who do not have mentd retardation. Adding to assessment difficultiesis the
potentia for undiagnosed medical conditions, adverse reactions to medication, and the impact of
trauma and post-traumatic stress disorders or other personal experiences that are either unreported
or not considered by either areato be menta retardation or mentd illness.

The Department is working to overcome the current segregation that exists between mentdl
hedth and menta retardation services at both the state and locdl levels. While these services are
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administered by a single entity a both the state and loca levels, language, philosophy and
expected outcomes vary widely. The development of adequate supports and trestment for a
unique population requires a multi-disciplinary gpproach, involving state facility and community
program directors, community mental retardation and menta hedlth providers, direct care Saff,
and families. Demand for Sate facility admission, whether to a mentd retardation training center
or sate mentd hedth facility, is directly affected by the availability of gppropriate community
interventions and supports. Discharge from state facilitiesis complicated by the lack of willing
and competent community providers to accept and support persons ready for discharge. Limited
community options and the recent unwillingness of local psychiatric hospitals to accept
consumers with adud diagnoss have increased demand on gate facilities to admit consumers
who have no community placement options and to keep them long after their psychiatric crisis has
dtabilized.

The MR Walver has been a sgnificant source of funding for persons with mental retardation
at risk of placement in an intermediate care facility (ICF/MR). Asof September 1, 2001,
gpproximately 5,400 Virginians have been identified as digible for MR Waiver sarvices. An
undetermined number of these individuas have a co-occurring mentd illness, adiagnosisthat is
not requested in the data collection process. Anecdotally, the Department’ s Office of Mentdl
Retardation knows that a growing number have adud diagnosis, based on dtate-leve intervention
in criss and sate facility admisson or discharge events. Expansion of the Centers of Excellence
modelsto dl training centers could allow MR Waiver providers to access expert behaviora
consultation, training, and other support services that will assst providers respond to the specific
treatment and support needs of individuals with diagnoses of mentd retardation and co-occurring
mentd illness

During FY 1999-2000, 76 individuas were discharged into the MR Waiver from State
hospitals through a targeted initiative for this populaion. Many of those individuas had
experienced frequent readmissons because traditiond MR Walver programs do not have the
capacity or expertise to accommodate the unique combination of treatment and support needs
those consumers require.

Persons Requiring Opioid Treatment

The demand for treatment services for prescription drug abuse and heroin addiction has
increased geadily in Virginiafor the past two years. Programsin the Southwest region of
Virginiaare reporting that 40 percent to 65 percent of their current substance abuse intakes
involve the abuse of the prescription drugs Oxycontin and Oxycodone, which are both opioids.
Additiondly, publidly-funded programs throughout Virginia are reporting an increase in
consumers seeking treatment for heroin addiction. The U.S. Center for Substance Abuse
Treatment attributes the increase in heroin use and consegquent demand for treatment to the high
purity levels of heroin in recent years, compared to the relatively low grade quality of earlier
decades.

This current trend has overwhelmed the treatment capacity for other addictive drugs, such as
acohol and cocaine. Opioid drug-addicted consumers require multiple interventions, including
detoxification, outpatient and intensive outpatient services, and, in most instances,
pharmacologica (methadone, LAAM) services to address associated severe withdrawal and
detoxification symptoms. The sarvices that this population will require may ultimately cause a
reduction of services for persons addicted to acohol and other non-opioid drugs. Opioid-addicted
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individuals who lack access to tresiment are & high risk of engaging in crimina activities,

quitting their jobs, and engaging in behaviors that may lead to fatal medica consequences, such

as overdose, the transmission of communicable diseases (Hepatitis B and C, HIV, and STDs), and
even degth. Itisaso common for their immediate family environments to become increasingly
unstable.

The Department supports the development of a systemic trestment infrastructure that
adequately meets the services demands of this population as part of the state=s continuum of
services provided to individuals seeking services for dcohol and drug addictions. Recently, the
Department’ s Office of Substance Abuse Services gaff have been asssting CSBs and substance
abuse trestment providersin the Southwest region and other areas facing community resstance to
opioid treatment to increase awareness of opioid addiction and knowledge about best practice
trestment interventions such as methadone maintenance. This treatment modadlity has been
demonstrated to have the best trestment outcomes for this population. However, resistance to this
trestment moddlity may be grounded in views that methadone is a“ subgtitute” for opiates. In
fact, thismoddity isahighly vauable form of “replacement” thergoy much asinaulinisa
replacement therapy for individuas with diabetes. Additiondly, the Department has sponsored,
and will continue to sponsor workshops for substance abuse treatment providers that focus on
stientificaly-researched and evidence-based trestment models for persons addicted to opioids.
These modelsincdude medicd and socid long- and short-term detoxification, emergency
sarvices, resdentia services, intensve outpatient services, pharmacologica maintenance and
detoxification services, case management, and other support services.

Persons I nvolved with the Criminal Justice System

The Department supports a number of programs providing mental hedth and substance abuse
sarvicesfor adultsin loca and regiond jails and children and adolescentsin juvenile detention
centers. The Code of Virginia requires that CSBs maintain written agreements with courts and
local sheriffsrelative to the delivery and coordination of services (Section 37.1-197). The
Department’s FY 2002 community services performance contract states that CSBs shdll:

e Provide servicesto evauate, restore, and maintain competency to stand tria for adults and
youth pursuant to 819.2-169.2, 816.1-356, and §16.1-357;

€ Provide or arrange the provision of forensic evaluations required by loca courts upon receipt
of acourt order; and

€ Provide predischarge planning for persons found not guilty by reason of insanity, prepare
conditiona release plans, implement the court’s conditiona release orders, and submit
progress and adjustment reports, pursuant to §19.2-182.2 through 182.7 and §19.2-182.11.

CSBs provide emergency servicesto loca and regiond jails and juvenile detention centers.
Emergency services include evauations and pre-screening for hospitdization. CSBs aso conduct
non-emergency evauations, induding evauations of competency to stand trid, crimind
respongbility, and waivers of juvenile court jurisdiction. Many CSBs aso provide mental hedth
and substance abuse services to the offender population through loca initiatives developed jointly
with loca and regiond jals and juvenile detention centers. These servicesinclude individua
and group menta hedth and substance abuse counsdling; psychiatric services, including
medication; and restoration to competency.



The Department uses federal SAPT block grant funds to support one substance abuse case
manager in each CSB to identify cases and provide assessments and counsding. Aninitiative
involving five CSBs provides substance assessment, case identification, crisis stabilization, and
linkage to community programs after release for juvenilesin detention centers. Nine CSBs
receive funds to provide intensive substance abuse trestment patterned after offender-based
thergpeutic communities in segregated jall living aress.

CSBs a0 provide services through 10 adult and two juvenile drug courts to non-violent
fdonswho are offered this as an dternative to incarceration and trestment in jail. Drug courts
combine long-term (12-18 months), strict, frequent supervison by probation staff, intengve drug
trestment by clinicians, and close judicid monitoring by the court.

State mentd hedth facilities provide the following services to adult and juvenile offenders:

Evauation of competency to sand trid,

Evduation of crimind responghbility,

Emergency inpatient treetment prior to trid,

Treatment to restore competency to stand trail,

Emergency treatment after conviction and prior to sentencing, and

Emergency treatment after sentencing but prior to transfer to the Department of Corrections
(DOC).

In FY 2000, gpproximately 25 percent of the patients in state mentd hedlth facilities were

admitted from courts and jails or juvenile detention centers for treetment or evauation. Of these,
12 percent had active status as pretria or post sentence jail inmates and 13 percent were found not
guilty by reason of insanity. In FY 2000, approximately 400 adult jail inmates and juvenile
detention center resdents were trested or evauated in state mental hedlth facilities. While there
will dways be a subgroup of jal resdents who will need acute inpatient trestment, many inmates
with menta hedlth or substance abuse problems can be managed on-gte, in jal settings, provided
that the proper services are available in those locations.

During the early summer of 2001, the Department surveyed the CSBsfor the period from
November 1, 2000 to April 30, 2001 to obtain an estimate of the number of adult and youth
offendersin jails and juvenile detention centers who received or who needed mental hedlth or
substance abuse services. Each CSB was asked to provide the following informetion for each jall
and juvenile detention center that serves its catchment area.
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Estimated service information for the survey period:

e Totd number of individuas receiving certain services,

e Unitsof servicesreceived, and

€ Edimaed CSB expensesfor sarvices.

Projected services that are needed but not received:

€ Edimated number of individuas needing certain services, and
e Edgimated number of units of certain services needed.

Survey results from the 34 responding CSBs do not cover dl jails or juvenile detention centersin
Virginia. CSB jail survey data were provided on 55 (70 percent) of the 78 jailsin the Sate,
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representing 86 percent of the inmate populations during the reporting period. CSB juvenile
detention center survey data represented 17 of the 22 juvenile detention centers statewide (77
percent). These juvenile detention centers served approximately 83 percent of the totd juvenile
detention center population resident during the survey period. Because data were not available
for dl facilities, statewide results represent estimates based on extrapolations from the sample
data.

Responding CSBs projected that their expenses for mental health and substance abuse
services that they provided or contracted for injails during the six-month period to be $ 3.05
million and in juvenile detention centers to be $1.18 million. Results of the CSB surveys of loca
and regiond jalls and juvenile detention centers for the sx month period follow.

Results of CSB Survey of Services Provided and Needed in Local and Regional Jails
November 1, 2000 through April 30, 2001

Statewide Estimate of
Per sons Needing Unmet Service Needs
MH and SA Services Ddlivered by Persons ServicesWho Did #Persons
the CSB or CSB Contractor Served Not Receive Them Needing # Units
Service Needed

MH Emergency 2,777 545 632 2,953
MH Outpatient Services 1,589 2,418 2,805 101,636
MH Medication Management 1212 601 697 1,796
MH Case Management 951 1,637 1,899 5,665
MH Day Treatment 70 352 408 4,291
MH Rehabilitation 0 196 277 113,854
MH Other* 48 100 116 464
Unduplicated MH 4,226 4,002 4,747
SA Emergency 225 129 150 377
SA Outpatient 4547 2,346 2,721 16,116
SA Medication Management 60 103 119 223
SA Motivational Treatment 693 2,767 3,210 12,346
SA Case Management 471 2,102 2,438 13,941
SA Day Treatment 377 827 959 264,193
SA Other** 1,063 886 1,028 48,633
Unduplicated SA 5,369 6,124 7,104

* MH “Other” services responses included family support group, mental health consultation and MH
support

** SA “Other” services responses included aftercare support group, HIV/IV drug counseling, SA
habilitation, therapeutic community, dua diagnosis treatment, HIV early intervention, HIV/IV drug
education, and post-rel ease group homes and mentoring.



Results of CSB Survey of Services Provided and Needed in Juvenile Detention Centers
November 1, 2000 through April 30, 2001

Statewide Estimate of
Persons Needing Unmet Service Needs
MH and SA Services Delivered by Per sons ServicesWho Did # Persons
the CSB or CSB Contractor Served Not Receive Them Needing # Units
Service Needed
MH Emergency 555 257 308 924
MH Outpatient Services 621 607 728 4,772
MH Medication Management 154 177 212 700
MH Case Management 370 230 276 1154
MH Day Treatment 1 181 217 4,896
MH Rehabilitation 0 A 113 505
MH Other 0 30 36 43
Unduplicated MH 1,257 1,056 1,267
SA Emergency 43 8 10 32
SA Outpatient 881 989 1,187 11,436
SA Medication Management 11 13 16 a7
SA Motivational Treatment 8 756 07 4,327
SA Case Management 186 312 374 1,614
SA Day Treatment 0 48 58 1,507
SA Other 9% 12 14 1,296
Unduplicated SA 1174 1,609 1931

A number of CSBs (gpproximately 10) were only able to provide estimates of the number of
persons served and units of services provided. This suggests the need for modifications to
exising data systems to more accurately track the provision of jail servicesby CSBs.

Typicaly, CSBswould not know if someone was in need of these services unlessa sarvice
request was made. Therefore, the numbers presented from this survey are likely to represent an
underestimate of the actuad services needed in jalls and in juvenile detention centers. To obtaina
more accurate picture of the number of inmates who need mental hedlth or substance abuse
services, amore comprehensive sudy would need to be undertaken.

In addition to service needs identified in the CSB surveys, the following issues related to the
provison of forensic services have been identified by the Department:

e Satutory responshilities for the provison of treatment servicesto adult and youth offenders
arenot defined. Currently, no entity at the state or loca level has clear respongbility for the
provision of these services to adult or youth offenders. The Code of Virginia does not
dipulate that the jals are respongble for providing their own mental hedth and substance
abuse sarvices, asit does for the Department of Corrections. The Code, however, does
require that sheriffs provide al necessary hedth care for jal inmates.
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Standards for what mental health and substance abuse services should be available to adult

and youth offenders across Virginia are lacking, especidly in areas of:

€& assessmentsto determine the presence of any menta illness, serious emotiond
disturbance, and substance dependence and abuse and the most appropriate service
dispositions for specific offenders;

€ diverson savicesfor nonviolent adult and youth offenders;

€ treatment services provided in jals and detention centers; and

€ post-reease treatment services, including specidized services such as supervised living
programs.

Agreements between jails, detention centers, and CSBsfor the ddivery and coordination of

sarvices need to be strengthened. Enhanced coordination is needed among jails, detention

centers, and CSBs in areas of pre-release planning, communications, and continuity of care to

assure rgpid connection to community services upon release.

The cgpability of CSBsto provide restoration to competency servicesin jails and community
Settings should be enhanced.

The Department’ s current Forensic Review Pand process is very centraized and dow.
Consderation should be given to decentraizing the privilege-granting authority of the
Forensic Review Pand to individua dtete facilities in a reasonable manner and with adequate
overdght, in order to streamline the process required for progression to community
placement for insanity acquittees.

The process of managing insanity acquittees who have been conditionally released needs to
be enhanced in order to prevent readmission of these consumersto state menta hedlth
fadilities
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Persons Who Are Deaf, Hard-of-Hearing, Late Deafened, or Deafblind

Inits“ Proposal for Mental Health Program for Persons Who Are Deaf, Deafblind or Hard
of Hearing” (1998), the Department’s Advisory Council for Services for People Who Are Desf,
Hard-of-Hearing, Late Deafened, or DeafBlind (Advisory Council) notes that hearing loss affects
8.6 percent of the genera population. Of this population, between five and 10 percent experience
avison lossin conjunction with their hearing loss. The document states that research generdly
suggests that the prevaence rates for serious mentd illness within the deef, hard-of- hearing, late
desfened, and deafblind population are consstent with those found in the genera population but
that some studies suggest higher prevalence rates for adjustment and persondity disorders,
emotiond or behaviora dysfunction, and substance abuse. The documents suggests that
“Contributing factors to this may include isolation due to communication barriers, lack of family
support (80 percent of deaf children who use a signed language do not have one parent who
becomes fluent in that language), underemployment, late onset of hearing loss, and lack of socid
identification” (page 2). The Advisory Council concluded that this communication barrier dso
prevents access to traditional CSB programs, resulting in the need for specidized and
accommodated services for this population.

The Advisory Council, which is composed of service providers and state agency
representatives, is charged with ng critical needs for this population, providing service
oversght, and recommending future direction for service improvements and development in dl
three disability areas. In its 1998 document, the Advisory Council identified the following gaps
that exigt in Virginia s services sysem.
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Fragmentation and lack of continuity in the spectrum of services available resulting from the
lack of state-level coordination;

0%

Sgnificant difficulties experience by the regiond programs, including inadequate regiona
program staff to projected target population ratios and the large Size and diversity of each
region;

Programmatic gaps and redtricted bility to the full range of CSB services statewide,
particularly in areas of substance abuse treatment, residentia programs, emergency Services,
child and adolescent services, and interpreter services.

Insufficient input by consumers, family and advocacy organizations for desf, hard-of-
hearing, late deafened, and deafblind persons into the development of services at the locdl,
regiona, and date levels.

To meet the challenge of serving individuas who are deaf, hard- of- hearing, |ate deafened,
and deafblind this document proposed amode service system and made the following
recommendetions.

e Edgadlishing afull-time State Coordinator of Mental Health Services for the Deaf, Hard-of-
Hearing, Late Deafened, and DeafBlind;

Expanding regiona community-based programs;
Establishing a video-teleconferencing capacity at the Western State Hospital Deaf Unit;

Enhancing community- based services such as interpreter services, assstive listening devices,
and gaff training;

Developing specidized substance abuse, residentia, emergency, and child and adolescent
sarvices,
Increasing opportunities for consumer and family involvement; and

(0%
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Supporting anetwork of cooperative aliances between agencies with respongbilities for
sarving individuas who are deaf, hard- of- hearing, late deefened, and deafblind (pages 6-14).

The Department etablished afull-time State Coordinator position in 1999 to staff the
Advisory Council and to provide technical assistance and support necessary to:

€ improve the cgpacity of the service system to address the communication and cultural access
needs of this specid population and

e develop and improve access to needed specialized resources, professionals, support services,
and technica assstance on aregiond bass.

In addition to providing technica assstance and consultation, the first two years of State
Coordinator activity focused on role clarification, gathering data on existing programs, and laying
the groundwork for future service and policy activities. Thiswork has resulted in the
identification of the following issues requiring attention during the next three biennia

e Satefadilitiesand CSBs need guidance in how to gppropriately address the communication
and cultura needs of this population.

€ Regiond programs and other community-based services need additiona resources to meet
the service needs of this population.



€ Consumers and family members need a greater voice and involvement in sarvice ddivery
planning and devel opment.

Goal:

Goals, Objectives, and Strategies

Provide a statewide safety net of short-term intensiveintervention community
servicesfor all individualswho experienceacrisisduetotheir mental disability or
addiction to or abuse of alcohol or other drugs.

Objectives:

1. Foster development of a full menu of community-based short-term intensive intervention
services with statewide accessibility.

Strategies:

a

Goal:

Review the various types of community-based short-term intensve intervention services
that are being used in other states and examine their effectiveness in reducing those
dates reliance upon State facility servicesin FY 2003,

Seek resourcesto fill existing gaps in the array of community-based intensive
intervention services.

Continue to work with CSBs, the VirginiaHospital and Hedlthcare Association, the
Supreme Court of Virginia, the Psychiatric Society of Virginia, and the College of
Emergency Physiciansto identify and resolve issues affecting the delivery of emergency
services and acute inpatient care.

Develop a full menu of longer-term mental health, mental retardation, and
substance addiction and abuse services that promoterecovery, rehabilitation,
employability, and self-determination for those individualswho require such
longer -term services.

Objectives:

1. Foster development of a full menu of longer-term mental health, mental retardation and
substance addiction and abuse services.

Strategies:

a

Address demand documented by CSBs for individuas on CSB waiting lists for longer-
term sarvices as part of the agency’s biennium budget submissons.

b. Seek resources to develop longer-term community services required by individuas who
have been identified as ready for discharge (MH) and by individuds or their legaly
authorized representatives who choose to be discharged (MR).
c. Work with CSBs, private hedth care providers, and other provider organizations to
incresse the pool of private longer-term services providers during FY 2003 and FY 2004.
Goal: Expandtheroleof prevention withinthecontinuum of substance abuse ser vices.
Objectives:

1. Expand and enhance prevention programming for high-risk youth and their families by

developing resources and support processes for selective and indicated prevention
Services.
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Strategies:

a.  Supply services providers with information on science-based prevention practices and
technical assistance in the implementation of these practices.

b. Seek resourcesto increase the availability of science-based prevention services known to
reduce abuse and addiction rates in children, youth, young adults, and adults.

c. Continue and enhance a system of support for loca and state prevention planning and
accountability.

d. Monitor the use of SAPT block grant and other funds supporting prevention services
through planning process reports, the Performance Based Prevention System (PBPS)
database, and quarterly performance contract reports from CSBs.

e. Collaborate with federd and other Sate systems and participate in nationd and state
organizations focusing on prevention to increase service scope and effectiveness.

Goal: Reducetheincidence and prevalence of youth suicidein Virginia.
Objectives:

1. Increasethe capacity of and expand comprehensive mental health youth suicide
prevention services for children and youth.

Strategies:

a

Develop and conduct a youth suicide needs assessment designed to target menta hedlth
cinicians and providers, resdentia and group home menta hedth workers, family
preservation and child protective service workers, foster care workers, and crisis center
personnel during FY 2003.

b. Provide clinicd traning to identified child-serving personnd.

Continue to coordinate suicide prevention activities with the Department of Education,
Department of Hedlth, and the Commission on Y outh.

d. Collect measurable data regarding the incidence and prevalence of suicide attempts and
suicide completionsin Virginia, beginning in FY 2003.

e. Deveopinformation thet is desgned to increase the ability of menta hedlth care
providers to recognize and treat depression, substance abuse, and other menta illnesses
associated with suicide risk in FY 2003.

f.  Deveop and promote Childhood Depression Awareness Day in May (National Menta
Hedth Awareness Month) and provide accompanying materials.

g Work to increase community-based intervention services and survivor support groups.

h. Develop and distribute resource materias and information links on the Department’ s
website.

Goal: Promoteanintegrated and effectiveapproach to preventing youth accesstotobacco
products.
Objectives:

1. Demonstrate compliance with state and federal SAPT block grant requirements prohibiting
the sale or distribution of tobacco products to youth under the age of 18.
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Strategies:

a.  Work closgly with the Department of Alcoholic Beverage Control to conduct inspections
of an acceptable number of retalers.

b.  Work with the Department of Health and the Tobacco Settlement Foundation to develop
integrated public education campaigns.

c. Work with the CSBsto develop and implement locally-based strategies to prevent youth
access to tobacco.

Goal: Promotethedevelopment of acomprehensivearray of specialized prevention and
treatment services and supportsfor elderly personswith mental disordersand
substance dependence or abuse.

Objectives:

1. Explorethefeasibility of establishing alternative community residential gero-psychiatric
servicesin an effort to divert admissionsto state geriatric mental health facilities.
Strategies:

a.  Continue to convene the Department’ s gero-psychiatry panel to discuss, review, and
eval uate proposed models of community gero-psychiatric programming during FY 2003.

b. Cdculate admisson ratesto sate mentd hedth facilitiesin FY 2003 for petients from
nursng homes whose admissions resulted from the inability of community providersto
effectively manage defined targeted behaviors, such as wandering and aggressive
behaviors, which routingly result in expulsion from nursing homes.

c. Deveopaproposd in FY 2004 with recommendations for implementing aresidentia
gero-psychiatric pilot program or programs that will test and monitor outcome measures
on alimited scale and dlow for comparative andyss anong various resdentia modes,
such as anursing home with a dedicated wing or a separate resdentia facility.

d. Depending upon the outcome of the pilot program or programs, work with the
Department of Medical Assigtance Services, the nursang home industry, and the teaching
hospitas to develop community gero-psychiatric resdential services and addressthe
shortage of geriatric psychiatrigs.

e. Promulgate sandards for the licenang of community resdentia gero-psychiatric
services.

2. Expand expertise in adapting psychosocial rehabilitation to gero-psychiatric patients

throughout the state mental health facilities.
Strategies:

a

C.

Establish a collaborative team in FY 2002 with Catawba Hospita, Piedmont Geriatric
Hospitd, Southwestern Virginia Mental Hedlth Indtitute, and Eastern State Hospital taff
to develop, adapt, and share psychosocid rehabilitation processes that recognize the
unique nature and challenges of the geriatric population.

Continue to provide consultation and training to the state mental hedlth facilities and to
the providers of specidized gero-psychiatric inpatient trestment and care.

Develop and implement processes throughout the state menta hedlth facilities thet are
consstent with psychosocid rehabilitation dements but are adapted to meet the unique
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challenges posed by this population in FY 2003.

Facilitate the networking of state mentd hedlth facilities with facilitiesin other States
that have demondrated expertise in designing and adapting psychosocid rehabilitation
processes with amilar chalenging populations.

3. Develop a comprehensive, community-based continuum of mental health, mental
retardation, and substance abuse servicesfor older Virginians.

Strategies:

a

Work with CSBs, community providers of aging services, and community senior
organizationsto raise their awareness of the mental health, menta retardation, and
substance abuse service needs of older Virginians.

Work with CSBs and aging agencies to gather data on Virginians with mentd illness,
menta retardation, and substance abuse or dependency who are over 55, including their
current living arrangements, and consolidate this information in FY 2003 into areport on
older Virginians with disabilities.

Provide technica assstance and training on service models that respond to the mental
hedlth, mental retardation, and substance abuse needs of older Virginians.

Explore potentia financid resources for the development of consumer-centered, family-
focused community-based services that reflect best practices.

Work with the Department of Medica Assstance Servicesto establish a support model
for older individuds recaiving MR Waiver services.

Asss residentia programs to develop and offer a support modd for older individuas
that allows them to “agein plan” without being required to move to a separate residence.

4. Increase awareness about the effects of prescription and other drug and alcohol use,
abuse, and addiction on older adults and the adverse effects of the chronic administration
of psychoactive substances to older adults.

Strategies:

a.  Provide information to substance abuse trestment providers, primary care clinicians,
socia workers, senior center staff, and other service providers who have regular contact
with older adults on the increased potentia for prescription and over-the-counter drugsto
interact with dcohol and illicit drugs.

b. Provideinformation to substance abuse trestment providers, primary care clinicians,
socid workers, senior center staff, and other service providers who have regular contact
with older adults on appropriate periodic and routine screening, assessment, and referral
procedures for age- appropriate substance abuse treastment services.

Goal: Promotetheestablishment of an integrated system of service delivery that is
responsivetothemental health, mental retar dation, and substance abuse needs of
children and adolescents and their families.

Objectives:

1. Develop an integrated policy and plan that provides a framework and action steps for
improving access by children and adolescents to mental health, mental retardation, and
substance abuse services.
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Strategies:

a.  Continue to collaborate with agencies that have statutory respongbility for serving
children, adolescents, and their families.

b. Review and compilein FY 2002 service information from child-serving state agencies
on the menta hedlth, mental retardation, and substance abuse needs of children and
adolescents they serve.

c. Assesstheavallability of services currently provided by child-serving Sate agenciesto
address the mental hedlth, mentd retardation, and substance abuse needs of children and
adolescents they serve in FY 2002.

d. Organize aworkgroup of key stakeholders to make recommendations on improvements
to the provision of and access by children and adolescents to menta hedlth, mental
retardation, and substance abuse servicesin FY 2002.

e. Deveop and implement action steps aimed at improving access across dl child-serving
agenciesto child and adolescent mentd hedth, menta retardation, and substance abuse
services, beginning in FY 2003.

Goal: Improvethequality and appropriatenessof support and treatment for per sonswith
a diagnosis of mental retardation and co-occurring mental illness.

Objectives:

1. Develop and implement best practice service modelsin Virginiafor personswith a
diagnosis of mental retardation and co-occurring mental illness.

Strategies:

a.  Seek expert consultationsin FY 2002 from the National Association on Dua Diagnoss
on modes for addressing the needs of individuas with a diagnosis of mental retardation
and co-occurring mentd illness.

b. Providejoint training for gate facility and community adminigtrators, clinicians and
direct care workers amed at identifying and appropriately responding to the needs of
individuas who may have adud diagnosis, darifying service responghilities, and
reconciling differences in language, philosophy, and expected outcomes between mental
hedlth and mental retardation services providers.

c. Continue to work with the Department’s MI/MR Task Force, comprised of state facility
and community program representatives, to develop best practicesin Virginia

d. Deveaop aplan, in collaboration with state menta health and mental retardation facilities
and community public and private mentad hedth and menta retardation services
providers, to implement best practices in community and state facility settings beginning
in FY 2003.

e. Providetechnicd assstance and training to State facilities and community public and
private providers on steps necessary to implement best practices.

2. Providetraining for psychiatrists, family practitioners, clinical psychologists nurse
practitioners, physician’s assistants, and other clinical staff on psychiatric issuesfor
persons with developmental disabilities.
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Strategies:

a.  Arrangefor nationa experts, such asthe Community Circle in Denver, to conduct
training sessonsfor Virginia practitionersin FY 2002.

Goal: Support the development of a systemic treatment infrastructurethat ensuresa

continuum of servicesthat includeinterventionsthat are appropriate for
individuals with opioid addictions.

Objectives:

1.

Develop and implement best practice service modelsin Virginia for individuals who are
addicted to opioids and are seeking services.

Strategies:

a.  Sponsor workshops and conferences for substance abuse program directors and treatment
gaff that focus on best practice treatment modelsin FY 2003.

b. Provide assgtance to CSBsin framing strategies for developing and implementing
opioid treatment services that reflect evidence-based best practice models.

Goal: EnhanceVirginia scapacity to provideforensic evaluation and mental health and

substanceabusetreatment servicestoindividualsinvolved with thecriminal justice

system.

Objectives:

1. Define, in collaboration with the Department of Criminal Justice Services, Department of
Juvenile Justice, and Department of Corrections, the continuum of mental health and
substance abuse services that should be available to adult and youth offenders.
Strategies:

a.  Seek assstance from nationa experts, saff of jails and juvenile detention centers,
sheriffs, CSBs and other locd trestment providers, and mental hedlth and substance
abuse advocacy organizations in the definition of this continuum during FY 2003.

b. Incorporate into this continuum nationa and state services moddls that represent best
practices in areas such as criss teams, assessments and diagnostic services, early
identification procedures, treatment services, pre-release planning, assertive case
management, post-release services, and drug courts.

c. Deveop aninteragency long-range plan to implement this continuum of services
Satewide, beginning in FY 2004.

d. Ildentify and, where appropriate, seek funding to address gaps in the continuum of
essentia services.

2. Strengthen state and local collaboration necessary to provide an effective continuum of

carefor adult and youth offenders with mental illnesses and substance abuse service
needs.

Strategies:

a.  Collaborate with the Department of Criminal Justice Services, Department of Juvenile
Judtice, and Department of Correctionsin ongoing strategic planning, policy



e

development, reporting of consstent and verifiable information on menta heath and
substance abuse services provided and needed, and budget planning for adult and youth
offender populations.

Provide technical assstance to CSBs, jails and deterntion centers, sheriffs, and courtsin
the development and review of meaningful local memoranda of agreement thet clarify
gods, define responghilities, and outline specific activities and tasks, including
procedures for accessing treatment in jails and identification of case managers who are
respons ble for coordinating continuity of care across the systems.

Provide training in mentd illness and substance abuse to crimind judtice professonas
and train mental health and substance abuse professondsin crimind justice issues.

Develop procedures for use by community agencies and jails and juvenile detention
centers to initiate benefit gpplications and arrange for other community services and
supports for inmates prior to their release.

Implement interagency initiatives as resources become available.

3. Provideforensic evaluation and treatment services in the most appropriate settings that
meet but do not exceed the level of intervention or time frame necessary to provide
necessary treatment and maintain public safety.

Strategies:

a

b.

Goal:

Continue to work with CSBs to expand their capacity to provide forensic evaluation
sarvicesin the community.

Provide training and technica assstanceto CSBsin FY 2003 to enhance their
management of insanity acquittees who have been conditionally released.

Decentrdize a portion of the Department’ s Forensic Review Panel privilege-granting
authority to individud facility interna review pands for state facility forensc patients
who meet certain criteriain FY 2003.

Ensurequality and continuity of carefor peoplewho aredeaf, hard of hearing, late
deafened, or deafblind and arein need of mental health, mental retardation and
substance abuse ser vices.

Objectives:

1. Strengthen existing policies and guidelines at state facilities and CSBs to promote access
for people who are deaf, hard-of-hearing, late deafened, and deafblind to needed services.

Strategies:

a.  Indude ingtructions regarding communication and culturdly affirmetive language in the
FY 2003 community services performance contracts with CSBs.

b. Provide technica assstance and guidance on gppropriate communication and cultura
access to services for people who are deaf, hard- of-hearing, late deafened, and deafblind
to CSBs and dtate facilities

c. Create and disseminate in FY 2002 a resource guide to emergency services and other
CSB gff.

d. Revisethe exiging Departmentd Ingtruction in FY 2002 to specificadly address the

communication and cultural needs of this specid population in state facilities.
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e. Explorewith the Advisory Council ways that the services system can gppropriately refer
individuas to culturaly competent community and inpetient providers.

2. Assess performance and capacity at existing specialized programs serving people who are
deaf, hard-of-hearing, late deafened, or deafblind.

Strategies:

a. Track Regiond Coordinator casaloads through quarterly reports.

b. Track interpreter usage at the CSBs through the Interpreter Reimbursement Fund
utilization.

c. ldentify and assess the admission and discharge patterns of the Hampton/Newport News
day and resdentid program and the Mental Hedlth Center for the Dedf at Western State
Hospitd in FY 2002-2003.

d. Tranregiona coordinators and other speciaists on assessing consumer substance abuse
issues for gppropriate referral for services.

e. Traninterpreters to improve performance in the substance abuse services milieu.

3. ldentify additional resourcesto meet the service demand of the deaf, hard-of-hearing, late
deafened, or deafblind population.

Strategies:

a.  ldentify and confirm sites and funding sources, in consultation with the Advisory
Council, for two additiond regiond coordination positionsin the sate, potentidly in the
Danville and Fredericksburg aress.

b. Identify, in consultation with the Advisory Council, current local service gaps and needs,
with particular emphasis on updating the service needs identified in the Council’ s 1998
proposd and documenting the need for specidized menta health and mentd retardation
case management services.

c. Apply for Federd and sate service and training funding, in cooperation with existing
systems of care, to establish regiona specidized services for children and adolescents.

d. Apply for Federal and state service and training funding, in cooperation with exigting
systems of care, to establish regional speciadized substance abuse services,

e. Edgablish, through Federd funding, existing Department funds, and cooperative
agreements among existing community providers, video-teleconferencing capability asa
viable method of providing specidized care within each region.

f.  Determine, with the Advisory Council, how the Interpreter Reimbursement Fund
guiddines should be revised to ensure interpreter use where it is most needed in the
community.

g Work with CSBs, Regiona Deaf Services Programs, and the Menta Health Center for
the Deef to evaluate admission and discharge data from speciadized programs, to:
€ ldentify whereindividuas who are discharged live in the community;
€ Assessthe need for existing program enhancements; and
€ Deermine the need for additional community-based supports at the local and

regiond leves.

h.  Identify and implement, in consultation with the Advisory Council, approaches to
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provide periodic updates on service availability and changes to members of the deef,
hard- of- hearing, late deafened, and deafblind community.

4. Increasetheinvolvement of consumerswho are deaf, hard-of-hearing, late deafened, or
deafblind and their family membersin service delivery planning and development.

Strategies:

a. Edablish aConsumer and Family Involvement initiative for consumers who are dedf,
hard- of- hearing, late deafened, or deafblind and their family members with the
Department’ s Office of Consumer Affairs,

b. Provide training to enhance the cultural competence of the regiona providers to improve
their capacity to involve consumers and their family members in meaningful ways.

c. Provideregiond technica assstancein recruiting and involving consumers and family
membersin regiona diaogues.

d. Collaborate with the Advisory Council to recruit consumers and family members for
participation in its satewide planning efforts.

e. Identify potentid resources that could be used to continue thisinitiative beyond year one.

CONTINUITY OF STATE FACILITY AND COMMUNITY-BASED CARE
Preadmission Screening and Diversion

Continuity of care refers to the congstent, integrated, and seamless management of care
among CSBs and State facilities to meet the needs of the individuals they serve and their families.
Continuity of careismogt critical at those points of interaction where community-based service
providers and state facilities share responsibility for asssting the individua to make the trangition
from one service setting to another. The maor activities related to these trangtions are pre-
admission screening, including medical screening; liaison activities; and discharge planning. The
preadmission screening processisthefirg critica component of continuity of care.

Preadmission screening is performed by CSBs and it coordinates admission to inpatient
psychiatric hospitals and verifies an individuad’ s need for inpatient psychiatric care as defined by
the Code of Virginia (837.1-67.1). Preadmission screening provides a uniform method of entry
into al state psychiatric hospitas, as required by the Code of Virginia (88 37.1-65, 37.1-67.3, and
37.1-197.1). Recent Departmental policy initiatives have focused on the role of the preadmisson
screening process to ensure:

€ Thedinicd gppropriateness of trestment choices through clinical assessments required prior
to admission, e.g. medica screening and assessments, substance abuse screening, assessment
of menta status, and assessment of risk;

Evauation of the potentid medica trestment needs of dl individuas who present for
admission to state psychiatric hospitals,

Identification of less restrictive community-based trestment aternatives, and

Enhanced collaboration among loca stakeholders in the provision of emergency menta
health services.

(0%

(0]

(0%

State psychiatric hospitals and training centers are structured to provide treatment and
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habilitation services for persons with serious mentd illness and mental retardetion. Individuds
with other related disorders are, through the prescreening process, referred to more appropriate
treatment settings with the capacity to meet their specific needs. To ensure gppropriate utilization
of Sate psychidric fadilities, the Department has identified in the community service performance
contract the following populations for whom state hospital admission is inappropriate.

€ Individuaswith unstable medica conditions that require extensve medica or detoxification
sarvices,
€ Individudswho have behaviors that are due to medica disorders, neurological disorders

(including head injury), and mentd retardation and who do not have a qudifying psychiatric
diagnosis or serious emotiond disturbance;

€ Individudswith primary diagnoses of adjustment disorder, antisocid persondlity disorder, or
conduct disorder;
e Individudswith adiagnosis of dementia, as defined in the Diagnogtic and Statistical manud,

unless they aso have sgnificant behaviord problems, as determined by qudified Sate
fadlity g&ff; and
€ Individuaswith primary diagnoss of substance abuse.

In addition to ddineating specific populations for whom trestment in sate psychiatric
hospitasis inappropriate, the Department has incorporated requirements and procedures in the
community services performance contract that address admission criteria and the prescreening
services and assessments required prior to admission, e.g. medica screening and assessments,
substance abuse screening, assessment of mental status, and assessment of risk. The Department
aso recently issued a clarification regarding medica screening and assessment expectations for
individuas being admitted to state psychiatric hospitals or indtitutes.

Further, the Department has devel oped a new Uniform Preadmission Screening Form,
disseminated the Procedural Expectations for Preadmission Screening, and developed related
training materias for CSB Preadmission Screening Evauator Certification Training. The Code of
Virginia mandated that by January 1, 1999, dl CSB preadmission screening evauators complete a
certification training program approved by the Department. The training has ten core areas and
edtablishes minimum qudifications for prescreening evauators. Additiondly, professond
videotapes and a corresponding Preadmission Screening Evaluator Certification Training Manual
have been developed and distributed to al CSBs. Core areas for which standardized training has
been developed include: Capacity to Consent to Treatment, Risk Assessment, Applicable
Statutory Provisions of the Code of Virginia, Procedura Expectations for Preadmission Screening
Evduators and Use of the Uniform Preadmission Screening Form, Continuity of Care Procedures,
Clinicd Evduation and the Mentd Status Exam, and Psychotropic Medications.

With respect to medical screening, the Department recogni zes that persons with serious
psychiatric illnesses or severe mentd retardation may have coexigting non psychiatric medica
disorders that require treatment before the person may be successfully treated for their psychiatric
condition or menta retardation. These conditions may, in fact, complicate symptomeatic
presentation of the individua’s menta disorder, represent severe disease requiring urgent
treatment, or account for the symptoms leading to the referrd for admission to a Sate-operated
hospital. The Department will continue to emphasize the importance of medica screening,
assessment, and provision of treetment in atimely fashion and in atrestment setting that is
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structured to provide needed medica services. The Department recently issued guidance to clarify
expectations regarding medical screening and assessment for individuas being admitted to seate
psychiatric hospitals.

Findly, the Department will continue to emphasize and explore community mental hedlth
trestment dternatives, such as crigs Sabilization, that are less redtrictive dternatives to inpatient
care and to encourage enhanced communication, problem solving, and planning among dl
gekeholdersinvolved in the delivery of emergency services at thelocd leve.

In 1998, the Department initiated three regiona substance abuse census diversion projects to
reduce primary substance abuse admissions to Southern Virginia Mental Hedlth Indtitute,
Southwestern Virginia Mental Hedlth Indtitute, and Centrd State Hospital. Thisinitiative has
been expanded to include admissions to Western State Hospital and to conform an existing
project diverting primary substance abuse admissions from Eastern State Hospitdl. These census
diverson projects now include 35 of the 40 CSBs. Participating CSBs receive $3,095,809 in Sate
and federa block grant dollars. These projects have resulted in areduction of over 10,000 state
menta hedlth facility bed days from 1998 basdine levels. Northern Virginiaisthe only region
that is currently not engaged in a primary substance abuse diversion project.

In September 1999, the Region IV (Central Virginia) Acute Care Project was established to
provide acute psychiatric care in local hospitals. The project relies on local bed purchases that are
managed by aregiond dructure that includes CSB, date facility, and Department utilization
management staff. Since this project began, Central State Hospital has been able to doseits civil
acute admission unit and the project has served 753 patientsin local hospitals. The average
length of stay for these individuals has declined to 5.5 days. In FY 2001, only six patients were
admitted to Centrd State Hospital through the project for long-term care.

The Region V (Eadtern Virginia) CSBs have proposed aregiona Plan for Community and
Inpatient Care to expand community services capacity of individua CSBs and enhance access to
acute care resources through a pre-pad contract with a community provider or providersfor 20
new psychiatric beds reserved for CSB use for medically indigent individuas needing acute
psychiatric care. Day to day management of these 20 new beds would be through a regiond
sructure smilar to that used for the Region IV Acute Care Project. The CSBs also would expand
crigs gabilization services and individud CSB acute bed purchases in addition to the 20 new
beds. By increasing the number of acute psychiatric beds available to the region, the CSBs hope
to stabilize demand for Eastern State Hospital’ s acute admissions beds.

The three Southsde CSBs served by Southern Virginia Mental Hedlth Ingtitute (SYMHI),
Daille-Aittsylvania Community Services, Piedmont Community Services and Southside CSB,
are proposing a Southern Virginiaregond services plan to expand their capacity to purchase or
develop local acute and other community-based psychiatric services, thereby reducing admissions
to SYMHI by gpproximately 50 percent and diminating diversons of Southern Virginia patients
to other gate hospitals. One component of thisinitiative would establish aresidentid program to
divert inpatient admissions.

The Department’ s statewide contracts with community hospitals for acute psychiatric bed
purchases are renewable annualy for five years. Each year, loca hospitals may increase the per
diem and the physician charge (if any) up to the CPI for that year. These increases affect the
Region IV Acute Care Project, the Discharge and Diverson Services (DAD) project in Northern
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Virginia, and severd other state menta health facilities that purchase locd acute psychiatric beds
when date facility beds are not available. There are three one-year renewable periods remaining
on the current state bed purchase contract. Additional fundswill be needed to adjust contracts
with loca hospitals based on the annua CP!.

An expanded array of short-term intensve intervention services includes some sarvices, such
asresdentid criss sabilization programs and acute partia or day hospitdization, that are not
widely developed in Virginiacommunities. CSBs participating in the Region IV Acute Care
Project are proposing to create an eight-bed resdentid crisis stabilization program as part of the
Acute Care Project. A similar proposal has been developed in Region | (Northwestern Virginia).
These proposals recognize that many persons, who are presently referred to acute inpatient
settings when they experience psychiatric criss, could in fact be trested more appropriately in
less-intensve and less-redtrictive sub-acute but highly intensive residentia settings.

If these proposals were implemented, Virginiawould be able to reduce demand for acute
short-term hospitdization at selected state mental hedlth facilities and eiminate diversons of
individuas to out-of-service area state facilities. Patients would be trested closer to home, with
increased family involvement and enhanced continuity of care. Costs of additiond travel
associated with out- of-area hospitdizations by CSB staff, sheriffs, and family members dso
would be reduced.

In an ongoing effort to improve communication and coordination in the ddivery of
emergency sarvices, the Department is participating in aworkgroup of stakeholders, including
CSBs, date facilities, the Virginia Hospita and Hedlthcare Association, the College of
Emergency Room Physicians, the Virginia Psychiatric Society, judicid officidsand law
enforcement personnd. This group will review the effectiveness of preadmission screening and
emergency services practices and respond to the following ongoing concerns:

~

€ Sandadizaion inloca preadmisson screening practicesis lacking;

€ Collaboration among loca stakeholders varies considerably and roles may be confused and
ill-defined;

€ Maedica screening, assessment, and treatment is not uniformly available or provided for
individuals seeking admission to ate psychiatric hospitals;, and

€ Standardized training resources for dl core training aress of the certification process for
preadmission screeners have not yet been developed and disseminated. Additiondly,
mechanisms to monitor compliance with the mandatory certification training program have
not yet been established.

Discharge Planning

Section 37.1-197.1 of the Code of Virginia requires CSBsto provide, in consultation with the
gopropriate sate mental hedth or mentd retardation facility, predischarge planning for any
person who, prior to admission, resided in acity or county served by the CSB or who choosesto
reside there after being discharged from a state facility. Section 37.1-197.1 further requires that
the predischarge plan:

~

€ be completed before the person’s discharge;
€ be prepared with the involvement and participation of the person or his representative;
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reflect the person’s preferences to the greatest extent possible;

include the mental hedlth, menta retardation, substance abuse, socid, educational, medicd,
employment, housing, legd, advocacy, trangportation, and other services that the person will
need upon discharge into the community; and

(0%

(0%

identify the public and private agencies that have agreed to provide these services.

Section 37.1-98 of the Code of Virginia authorizes a sate facility director to discharge a person,
who has been determined to be clinically ready for discharge from a state mental health facility or
who has chosen to be discharged from a state menta retardation facility, after a predischarge plan
has been prepared in accordance with the provisions of §37.1-197.1 of the Code of Virginia.
Section 37.1-198 of the Code establishes the community services performance contract asthe
mechanism through which the Department provides funds to the 40 CSBs to accomplish the
purposes set forth in Chapter 10 of Title 37.1 of the Code of Virginia.

The Department initiated efforts to improve and enhance predischarge planning activities of
the CSBs and gtate facilitiesin an August 25, 2000 memorandum, which reiterated statutory and
performance contract responsibilities and expectations regarding predischarge planning. This
memo also required state facilities and CSBsto develop procedures to comply with those
provisons and to prepare reports documenting the movement of consumers from State facilities to
communities. Whiletheseinitid efforts yidded some increased consstency and improvements,
there was a genera recognition that more needed to be done and the need for uniform Statewide
predischarge planning protocols was raised with the System L eadership Council.

In the winter of 2000 and early spring of 2001, the Department’ s DOJ consultants provided
ingruction to CSB representatives and ate facility trestment team members at the Northern
VirginiaMentd Hedth Inditute, Centra State Hospitd, and Western State Hospital in the
“needs-based” discharge model. This training was intended to clarify the roles of partiesinvolved
in discharge planning related to client needs identification and community resource identification.

Thistraining will be replicated in dl other sate mentd hedth facilities and will be expanded for
its concurrent vaue to the State training centers.

Sections 5.3.3 and 9.9 of the FY 2002 performance contract require CSBs and the
Department to work cooperatively to develop uniform statewide predischarge planning protocols
by December 1, 2001. Subsequently, these protocols will become part of that contract, thorough
an amendment. The System L eadership Council, established pursuant to provisonsin the FY
2001 community services performance contract, agreed that a small work group of
knowledgeable individuas should develop predischarge protocols for state mentd hedth fecilities
and training centers. The Department established a Steering Committee in May of 2001 to assist
in developing these protocols. The Steering Committee included representatives of CSBs, State
facilities, and the Department’ s Centrd Office. Department staff developed initia drafts of the
protocols, reflecting statutory requirements, performance contract provisions, and experience with
efforts resulting from the August 25, 2000 memorandum and distributed the drafts to the Steering
Committee beforeits first meeting. The Steering Committee established two separate work
groups with clinica gaff representation to further refine the draft mental hedlth and menta
retardation discharge planning protocols. Following areview of draft predischarge planning
protocols by the CSB executive directors and state facility directors, Department staff revised the
drafts for review by the Steering Committee. Following that review, the Department distributed
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exposure drafts of the protocols for review and comment to CSB executive directors, state facility
directors, State Board members, Department staff, and consumer and family advocacy
organizations. The Steering Committee reviewed comments and made find revisons of the
protocols. The Department distributed fina versions of the protocols to CSB chairmen and
executive directors, state facility directors, State Board members, and advocacy organizations on
November 5, 2001.

Thefind versons of these discharge planning protocols reflected extensive review and
comment activities and the best professona judgment available across Virginia. The protocols
provide clear expectations and a consistent platform across al CSBs and dtate facilities for the
sarvices system’ s predischarge planning efforts. They will support the greatest degree of
conggtency or uniformity in predischarge planning practices across Virginia, while till
permitting gppropriate operationd flexibility localy. The protocolswill clearly define Sate
facility and CSB responghilities, required communications, required and recommended practices,
and gpplicable time framesin areas of:

(0%

Admission to date facilities;

(0%

Needs assessment and discharge planning;
Individuaized trestment planning;

Readiness for discharge;

Completion of the discharge process; and

Transfer of case management CSB respongibilities.

o o o o

The protocols aso include disability- specific sandardized formats for documenting an
individud’ s needs upon discharge and his discharge plan.

ServingIndividualsintheMost I ntegrated Setting Appropriateto Their Needsand Choices

The Americans with Disabilities Act (ADA) prohibits discrimination in public services
furnished by governmentd entities (Title 11, 42 U.S.C. § 12131-12165). Titlell regulations
issued by the U. S, Attorney Generd included an integration regulation that states* A public
entity shal administer services, programs and activities in the most integrated setting appropriate
to the needs of qudified individuals with disabilities” On June 22, 1999, the U.S. Supreme
Court decided in Olmgtead et d v. L.C. et d. that states are required under Title |1 of the ADA to
provide community-based trestment for persons with mentd disabilitieswhen the:

e Stae streatment professionas determine such placement is appropriate;
e Affected persons do not oppose such treatment; and

€ Placement can be reasonably accommodated, taking into account the resources available to
the state and the needs of others with menta disabilities.

The Olmstead decision does not prohibit ingtitutiona placement, but, in fact, recognizesit as
the leadt redtrictive setting for some individuas who cannot handle or benefit from community
settings. Additionally, the decison affirms that there is no federd requirement that imposes
community-based trestment of patients who do not desireit. Under the Olmstead decision, a state
can demondtrate reasonable accommodetion if it hasin place:

e A comprehensive, effectively working plan for placing qudified persons with mentd
disabilitiesin less redrictive settings, and
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€ A waiting list that moves at a reasonable pace not controlled by the ate’ s efforts to keep its
inditutions fully populated.

The State Facility Discharge Waiting List Data Base provides the following information
about needed service availability and most frequently mentioned barriers to discharge for the 137
mental health facility patients identified as ready for discharge and the 256 training center
residents who had chosen community services and supports as of June 20, 2001.

Summary of the Status of I dentified Service Requirementsin State Mental Health Facility Patients
Discharge Plans

June 30, 2001

Servicels ServicelsNot Currently Available
Currently Additional Lack of Providers Limits
Service Availableat or ResourcesWould  Service Availability Even
Through the CSB Be Required With New Resources
Outpatient Services
Psychiatric Services 85 3 0
M edication Management Services 87 2 0
Assertive Community Treatment 13 5 4
Counseling and Psychotherapy 20 3 1
Behavior Management 7 2 1
Intensive SA Outpatient 4 2 0
Intensive In-Home 2 1 1
Case Management Services 76 2 0
Day Support Services
Day Treatment/Partial Hospitalization 8 0 1
Rehabilitation 16 3 1
Therapeutic Day Treatment 4 1 0
Sheltered Employment 2 3 1
Supported Employment Group Model 2 3 1
Transitional or Supported Employment 5 5 2
Alternative Day Support Arrangements 6 3 0
Residential Services
Highly Intensive 14 23 21
Intensive 9 7 5
Supervised 12 4 7
Supportive 7 1 1
Family Support 4 2 1

The following information describes those individuas who were identified as being ready for
discharge from a state mental health facility on June 30, 2001.

e All but 13 of these individuas had been hospitaized for four months or longer, with 41
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individuas hospitaized from four to 12 months, 47 individuds from 13-36 months, and 35
individuas for longer than 37 months.

CSBs reported the following times that had elapsed snce state menta hedth facility patients
were placed on the facilities dischargeligs

24 individuds had remained on the discharge waiting list for less than one month,

40 individuas had remained on the discharge waiting list from one to three months,

51 individuds had remained on the discharge waiting list from four to 12 months,

18 individuas had remained on the discharge waiting list from 13 to 36 months, and
1individua had remained on the discharge waiting list for more than 36 months.

Three records did not provide thisinformation.

With respect to their anticipated discharge dates, CSBs projected that:
€ 32individuds could be discharged in under one month,

€ 43individuas could be discharged in one to two months,

€ 13individuds could to be discharge in three to four months,

€ 11individuds could be discharged in five to Sx months.

For 8 individuas, the projected discharge date was longer than six months. An anticipated
discharge date was not entered for 30 cases.

A number of individuas were identified by the CSBs as having conditions or needs that
could require speciaized services and supports, among them:

€ High or extensive behaviora needs- 58 individuds,

€ Dementia- 38individuds,

€& Magor medica conditions or chronic health problems - 30 individuds, and

€ Highor extensve physical or persond care needs - 23 individuds.

®: @ O O o

Only 8 individuas were identified as having aforensc satus.

Summary of the Status of Identified Service Requirements for State Training Center Residents Who

Have Chosen Discharge to Community-Based Services and Supports
June 30, 2001

Servicels Service lsNot Currently Available
Currently Additional Lack of Providers Limits
Service Availableat or ResourcesWould  Service Availability Even
Through the CSB Be Required With New Resources
Outpatient Services

Psychiatric Services 12 8 0

M edication Management Services 68 24 1

Intensive In-Home 1 0 1

Behavior Management 61 25 27

Assertive Community Treatment 1 0 0

Case Management Services 215 16 0




Servicels ServicelsNot Currently Available
Currently Additional Lack of Providers Limits
Service Availableat or ResourcesWould  Service Availability Even
Through the CSB Be Required With New Resources
Day Support Services
Rehabilitation 61 43 7
Therapeutic Day Treatment 1 1 0
Sheltered Employment 28 10 10
Supported Employment Group Model 2 1 2
Transitional or Supported Employment 4 0 0
Alternative Day Support Arrangements 35 A A
Residential Services
Highly Intensive 36 63 72
Intensive 31 29 33
Supervised 1 2 1
Family Support 1 0 0

The following information describes those individuas who were identified as choosing

discharge to community services and supports on June 30, 2001.

~

e
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The vast mgority of these training center residents (226) had been resding in atraining

center for over ten years. Sixteen had been residents for between six and 10 years and 10 had
been residents between one and five years. Only two had been training center resdents for
less than one year.

CSBs reported the following times that had elgpsed since residents were placed on the
training centers discharge ligts.

€ 4individuds had remained on the discharge waiting list for less than one month,

8 individuds had remained on the discharge waiting list from one to three months,
146 individuas had remained on the discharge waiting list from four to 12 months,
74 individuds had remained on the discharge waiting list from 13 to 36 months, and
9 individuds had remained on the discharge waiting list for more than 36 months,

Fifteen records did not provide this information.

CSBswere generally unable to determine an anticipated discharge date. The projected
discharge date was under six months for 44 resdents and longer than six months for 70
resdents. No projected date was provided for 142 individuals.

For these individuas, CSBs identified a variety of conditions or needs that could require
speclahzed sarvices and supports, among them:

High or extensive physicd or persond care needs - 128 individuas,

Unable to communicate with verba speech - 114 individuas,

High or extensve behaviora needs - 96 individuas,

Major medical conditions or chronic heglth problems - 82 individuals,
Non-ambulatory or mgor difficulty in ambulaion - 65 individuds, and
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€ Dud diagnoss (MR/MI) - 60 individuds.

Additiona information about the characterigtics of individuas on state facility discharge waiting
ligtsis provided in Appendix F.

Each CSB adso was asked to identify applicable barriers to discharge, other than service

unavallability, for each individud on its sate facility discherge waiting lis. Thisidentification
was based upon the most recent assessment of the individua’ s needs and circumstances. The
mogt frequently identified barriers to discharge follow.

Frequently Identified Barriersto Discharge
June 30, 2001

Number of Individuals With

Barrier | dentified Barrier

MH MR
Appropriate and affordable housing is not currently available 38 59
Social supports are limited or lacking 18 52
MR Waiver funding not currently available 0 60
Required application for Medicaid not complete 17 23
Required bed in anursing facility is not currently available 37 4
Services not accessible due to specialized service needs 15 23
No guardian or legally authorized representativeis available 1 17
Application for income assistance (SSI/SSDI, auxiliary grant) not complete 5 24
Required transportation arrangements not currently available 0 25
Required medical/physical health care services are not currently available 10 9
Does not qualify for public assistance (SSI/SSDI, auxiliary grant, Medicaid) 13 1
Required specialized dental careisnot currently available 0 12
L egal issues not resolved 10 1
Required personal assistanceis not currently available 2 8

The Department has incorporated the following strategies into its planning to respond to the

Olmstead decision:

é
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Develop community dternatives to acute psychiatric care now provided in state mental
hedth fadilities, using the Region IV Acute Care Pilot asamodd;

Continue support for existing state facility census reduction and diversion projects,

Fund and monitor individualized service plans for long-term state mental hedlth facility
patients who have been identified by CSBs as ready for discharge but whose specia needs
have prevented their placement in the community;

Continue to use the Medicaid MR Waiver to fund individuaized plans of care for state
training center residents who, based on consumer and family choice, are determined to be
reedy for community placements; and

Reduce waiting lists for an array of community menta hedth, menta retardation, and
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Substance abuse services, thereby avoiding unnecessary hospitaizations and dlowing timely
discharges for consumers.

Goals, Objectives, and Strategies

Goal: Ensureconsideration of every individual’smedical well-beingprior toadmissionto
astatehospital by enhancing unifor mity of local preadmission screening practices
and effective emer gency mental health servicesdelivery.

Objectives:

1. Increase coordination, continuity, communication and cooperation among the components

that make up the local system of emergency mental health delivery.
Strategies:
a.  Survey the nature, extent and content of local emergency services plansin FY 2002.

b. Continue to meet with local and statewide stakeholders to enhance communication,
education and information-sharing.

c. Encourage the development of written loca emergency services plans and protocols for
managing and tresting psychiatric emergencies throughout CSB catchment aress.

2. Assurethat individuals being evaluated for admission to state psychiatric hospitals receive
guality medical care and treatment in the most appropriate setting.

Strategies:

a.  Revisethe Departmenta Instruction on preadmission medica screening in FY 2002 and
require each sate psychiatric facility to develop a policy consistent with the DI
governing the procedures to be used to attempt to obtain amedica screening prior to
admisson.

b. Consder developing and requiring completion of aMedica Screening Form asan
addendum to the Uniform Preadmission Screening Form in FY 2003.

c. Survey CSBsinFY 2003 to determine whether they have adequate locdl plans for
obtaining medica assessments and treatment.

3. Develop and implement standardized statewide uniform preadmission screening protocols
to ensure more consistent decisions related to the admission of individuals to state
facilities.

Strategies:
a.  Conduct aquditative review in FY 2003 of CSB prescreenings, usng a stlandardized

ingtrument that assesses clinica pertinence including axis formulation, presentation of
symptoms, and behaviors leading to the encounter.

b. Deveopaset of principlesfor determining less restrictive gpproaches based on clinica
findings and risk assessment in FY 2003.

c. Useacollaborative process with input from system stakeholders to develop standardized
statewide uniform preadmission screening protocols in FY 2003.

d. Develop, in collaboration with CSBs, stlandards for working with the courts on the use of
prescreening and the sdlection of less redtrictive settingsin FY 2004,
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4. Develop refinements to the preadmission screening evaluator certification and training
process.

Strategies:

a.  Continue to expand the complement of training materids to be used in the preadmission
screener certification training process.

b. Deveop sandardized training materidsin FY 2003 on human rights and criss
intervention with gpecid populations, including individuas with dud diagnoses and
persons who are deaf or hard-of-hearing or who have other sensory impairments.

c. Deveop proposad mechanisms for assuring compliance with the certification training
program in FY 2003.

d. Continueto work with the Statewide Emergency Services Training Task Force to
identify and respond to emerging training needs and support the biennia statewide
emergency services conference.

Goal: Promotetheexpansion of community-based alternativesfor theprovision of acute
psychiatriccare, includingresidential crisisstabilization services, that arenot
widely developed in Virginia communities.

Objectives:

1. Expand support to existing community-based projects that divert individuals from
admission to state mental health facilities.

Strategies:

a.  Seek resources to enhance the Discharge Assistance and Diversion Project in Northern
Virginia, the Region IV Acute Care Project, and the Substance Abuse Primary Care
Diverson Project.

2. Develop the capacity of CSBsin selected regions to provide community-based acute
psychiatric care and other services necessary to divert acute admissions to state mental
health facilities.

a.  Seek resourcesto develop aregiona capacity-building and acute inpatient psychiatric
project in Eagtern Virginiato stabilize admissions Eastern State Hospitdl and aregiord
capacity-building project in Southsde Virginiato reduce Southern VirginiaMentd
Hedth Indtitute admissons.

b. Seek resourcesto expand the Region IV Acute Care Project to include a short-term crisis
Sabilization component and implement a criss sabilization program in Region 1.

Goal: Institute more comprehensive and consistent predischarge planning practices
acrossthestateto improvethe quality of care for consumers, ensur e the most
appropriateand effectiveuseof statefacility care, and support implementation of
and compliance with relevant provisionsin 8 37.1-98 and § 197.1 of theCode of
Virginia

Objectives:

1. Implement the Discharge Planning Protocols at all state facilitiesand CSBsin January
2002.
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Strategies:

a.  Continue to support training by nationa experts across Virginia that outlines the
respongbilities of sate facilities and CSBsin the needs assessment and discharge
planning process.

b. Conduct regiond training for CSBs and state facilities on the protocols and reporting
requirements.

c. Revise community services performance contracts and state facility director performance
agreements to incorporate discharge planning protocols.

d. Asaurethat CSBsand sate facilities take necessary steps to implement the discharge
planning protocols prior to January 2002.

e. Develop and implement automated versons of the Discharge Planning Protocolsin FY
2002.

f.  Monitor the implementation of the discharge planning protocols to assure consstency in
gpplication and gate facility and CSB compliance with protocol requirements.

2. Implement replicated training in “ needs-based discharge planning” model in the state
mental health facilities that have not received thistraining.

Strategies:

a. Develop the scope of services for the DOJ consultants to provide this training.

b. Andyze each fadility’s current discharge planning effort, including areview of current
socid work gaffing, facility discharge policies and related forms, trestment team
planning policies related to discharges, and any functioning treetment team meeting
procedures.

c. Review each facility’ stota discharges between January and June 2001, including
placement stes of individuas who have been discharged.

d. Monitor use of the “needs-based discharge’ planning modd after implementation in each
fadlity.
e. Explorethevaue of replicating thistraining modd in the date training centers.

CONSUMER AND FAMILY INVOLVEMENT, EDUCATION AND TRAINING
Office of Consumer Affairs

The Department’ s Office of Consumer Affairs was established in September 1999 with the
gppointment of adirector charged with designing and implementing a comprehensve office that
would serve and represent consumers and family members. As of March 1, 2000 the office was
fully saffed with a Consumer Qudity Care Line Coordinator and a Consumer and Family
Involvement Educator. Sinceits creetion, the Office has:

e Edablished the Office of Consumer Affairs Advisory Board with representetives from dl
major advocacy groupsin al disciplines to advise the Commissioner and saff on Srategiesto
increase consumer and family involvement in state facility and community programs.
Approximately 75 percent of Board members are consumers and family members.

Supported CSBsin providing training for consumers and family membersin order to enhance
their skills and ahilities for participation on governing boards and other policy-making or

(0%
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program development and eval uation committees.

Held a*“Networking Conference” to which dl CSBswere invited. A network of offices of
consumer affairs was established as aresult of the conference. This network meets quarterly
to share information, provide support, and further develop roles and functions.

Deveoped and updated a Resource Library of books, videos and pamphlets avalladle for
lending to consumers, family members, and care givers.

Provided seed money to the Virginia Human Services Training Center to train consumers as
peer counsdors and assisted in role trangition issues for these individuas.

Provided funding to the regiona desf services programs to identify and educate
approximately 60 deaf and hard- of- hearing consumers and 60 family members regarding
empowerment, networking, and recovery.

Published and disseminated a newdetter covering topics of interest to consumers, family
members, and providers at least twice ayear.

Designed and conducted five regiond seminars on “Consumer and Family Involvement in
Service Plan Development”.

The Department’ s Office of Consumer Affairs has established a Consumer Qudity Care Line
that provides consumers, their families and representatives with a centra point-of-contact to
express concerns and make inquires about services they are recelving or how to access services.
The scopeis very broad and assistance is provided to consumers, family members, providers and
citizensacross Virginia. In FY 2000-2001, the Consumer Quality Care Line responded to 1,966
contacts. The Office aso has established an agreement with Department of Rehabilitation
Services to provide a job-readiness ste for consumers. Currently, the Office has its third trainee
who is assisting with the Consumer Quality Care Line. An Office of Consumer Affairs brochure
and webgite help publicize its activities and enhance access to its services.
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Consumer and Family Education Projects

The Virginiamentd hedth system has been enhanced and improved through the involvement
of well-informed consumers and their families. This has been and continues to be a priority of the
Department. Federa Menta Health Block Grant funds are used to support numerous activities
across the state to educate consumers and their families about mentd illnesses and their
trestments. Theseinclude: the VirginiaHuman Services Training Center ($47,673) to train
consumers as peer counsalors, Nationa Alliance for the Mentdly 11l (NAMI)-Virginiato provide
statewide educeation to consumers and their families ($100,000), Parents and Children Coping
Together (PACCT) to educate parents and caregivers of SED children across the state ($75,000),
and in southwest Virginia the Family Support Services Project ($32,500) and the Southwest
Virginia Consumer and Family Involvement Project ($42,500).

The Virginia Human Services Training Center islocated a the Fledmont Virginia
Community College with support from the Region Ten CSB. Thetraining is a collaborétive
effort of the Department, CSBs, Department of Rehabilitation Services, and the community
college. Communities nominate consumers to be trained in the skills needed to provide peer
counseling back at their home CSB. Each year gpproximately 15 consumers are trained.

With block grant support, NAMI-Virginia conducts assessments of family education needsin
Virginiaand provides training across the sate. Over 28 new or existing family education groups
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were developed or supported to inform consumers and their families about menta illnesses and
their treetments. Technica assstance was provided to 50 family education/support groups using
programs such as Mutua Education, Support and Advocacy (MESA), NAMI's Family-to-Family,
NAMI Texas s VISIONS, and the Wellness Recovery Action Program (WRAP).

Also with block grant support, PACCT has trained over 100 family members and care givers
of children with serious emationd disturbance. Its Family Involvement Workshop provided
information about the service system in Virginia and taught the skills needed to effectively access
sarvices for childrenin need. A Family Leadership train-the-trainer workshop was conducted to
train family membersin the skills needed to conduct their own Family Involvement Workshop. A
tall-free telephone number has been maintained to provide information and referra for mentd
hedlth services for children acrossthe date. Quarterly newdetters concerning mental hedlth
services for SED children have been published and distributed across Virginia.

The Family Support Services Project was established to develop and assst family support
groups with education, support and advocacy. This effort is directed to family members of those
with serious mentd illness and involves close collaboration with CSBsin the region and the
Southwest VirginiaMentd Hedth Inditute. Project activitiesincude atoll-free information and
referra line and “ Ask the Doctor” videoconferences between support groups and the Ingtitute.

The Southwest Virginia Consumer and Family Involvement Project is a consumer-driven
project, the purpose of which isto prepare persons suffering from menta illness to become
meaningfully involved in the mentd hedlth system by providing education, advocacy and support.

Project activities are amed toward increased consumer and family participation in decison
meaking and policy formation, in service planning, and in the delivery and evauation of publicly-
funded menta hedlth services. These activities include the coordination of LEAP (Leadership-
Empowerment-Advocacy Program) Training, MESA Training, Peer Counsdlor Training and
Community Integration Groups.

In addition to the programs and activities described above, the VirginiaMentd Hedth
Planning Council has partnered with the Mental Hedlth Association of Virginia (with $150,000 in
support from a Center for Mental Health Service' s Community Action Grant) to promote the best
practice of formally training consumers to be members of boards and serve on policy making
entities. Through the Consumer Education and Leadership Training (CELT) program, consumers
from across the state have received specidized training in the skills needed to effectively
represent consumer issues on boards and committees.

Substance Abuse Consumer Advocacy

Consumer advocacy for substance abuse services has been dow to develop due to stigma,
shame and fear. The Substance Abuse and Addiction Recovery Alliance (SAARA) of Virginia, a
grassroots advocacy organizetion, has recently made stirong inroads in Virginia by establishing a
number of locd dliances. In addition, SAARA of Virginia has successfully competed for
funding from the federal Center for Substance Abuse Treatment to establish a statewide aliance,
SAARA of Virginia, to provide leadership and support for local aliances.

The misson of SAARA of Virginiaisto ceebrate, support, and advocate for the prevention
of and recovery from substance abuse and addiction by promoting socid, educationd, legd,
research, and hedlth care resources and services to achieve effective, accountable, and accessible
prevention, intervention, and treatment. Membership is open to individuas and organizations.
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Immediate plans of SAARA of Virginiaincdude providing training in advocacy skills and
information about trestment resources.

Goals, Objectives, and Strategies

Goal: Provideastrongfoundation for consumer and family involvement in all aspects of
the service delivery system.

Objectives:

1. Maintain a statewide system that provides opportunities for consumers and family
member s to voice concerns and resolve i ssues.
Strategies:

a.  Continue to coordinate and resolve congtituency issues that come to the Department
through the Governor’ s Office, Secretary’ s Office, and correspondence.

b. Continue to support and encourage an active Office of Consumer Affairs Advisory
Board.

Cc. Operatethe Consumer Qudity Care Line and maintain and distribute demographic and
referrd datafor al contacts received.

2. Continueto support the development of consumer and family education and training
regarding illnesses and treatments throughout the Commonwealth.

Strategies:

a.  Develop and support the provison of educationa and training opportunities for
consumers and family members.

b. Solicit vendors to continue to assess the need for, develop, and implement consumer and
family education projects across the State.

c. Support SAARA in ongoing statewide efforts to provide training regarding effective
advocacy strategies to consumers, families, and other persons affected by substance
abuse or dependence.

d. Continueto monitor the progress of consumer and family education projects supported
by federa block grant funds through the Mental Hedlth Planning Council.

3. Support consumer and family participation in policy development, program operations,
and individual service planning.

Strategies:

a.  Work with consumer and family member advocacy groups and CSB g&ff to identify and
nominate consumer and family members for participation in state and loca policy
making and operationa activities.

b. Work with and assigt interested consumers and family members to develop the
leadership skills needed to serve on CSB boards of directors.

c. Promote the involvement of consumers and family membersin planning and evauating
ther individudized sarvices.

4. ldentify and link consumers and family members to appropriate resources.
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Strategies:

a.  Maintain current information about available services and supports on the Department=s
Office of Consumer Affairs website,

b. Disseminate information on programs, available resources, and services through the
Office of Consumer Affairs newdetter.

c. Maintain aresource library and collect data on materias loaned.

d. Digtribute brochures, pamphlets, and materids published by federd, state, and loca
agencies and collect data on materids distributed.

e. Usecollected datafor continuous quality improvement purposes.

SERVICE QUALITY, RESPONSVENESS, AND EFFECTIVENESS

AsVirginia s sngle sate authority for mental health, menta retardation, and substance abuse
sarvices, one of the primary respongbilities of the Department is to assure and continually
improve the quality, responsiveness, and effectiveness of community and state facility services.

To achieve this, the Department emphasizes a variety of qudity improvement and oversight
activities, induding protecting the human rights of individuas receiving services in gate facilities
and community programs, defining and supporting the implementation of clinica best practices,
edtablishing uniform clinical and adminidrative guideines, monitoring performance and

outcomes, using performance and outcomes in quality improvement activities, and monitoring the
qudity of community and date fecility services.

Protection of Individual Human Rights

The Rules and Regulations to Assure the Rights of Individuals Receiving Services from
Providers of Mental Health, Mental Retardation and Substance Abuse Services (12 VAC 35-115-
10 et s2g.) culminate years of effort by many individuals and became effective on November 21,

2001. Thissingle set of regulations replaced the three sets of human rights regulations for the
date facilities, community programs, and licensed private psychiatric hospitas.

The new human rights regul ations expand upon the fundamentd rights of individuds
receiving menta health, menta retardation, and substance abuse services as detailed in § 37.1-
84.1 of the Code of Virginia. The regulations recognize that individuas receiving services have a
right to choice, full participation in decison-making, and clinicaly appropriate treatment. These
regulations define the composition, role, and function of the Department’ s human rights system,
induding Locd Human Rights Committees and the State Human Rights Committee. They
establish time frames and clear procedures for resolving consumer complants.

The new human rights regulations reflect recent Code changes digning Department licensng
to substantid compliance with specified human rights requirements. They require providersto
report to the Department al abuse, neglect, deaths, and serious injuries and require the
Department to make this aggregate data available to the public. The regulations aso provide for
monitoring, evaluation, enforcement, and sanctions for violations of human rights.

The new human rights regulations will affect over 200,000 consumers and 450 providers
throughout the Commonwedth. Following the promulgation of these new regulations, the
regiond advocates will assume additiond responghility for providing comprehensive advocacy
services to approximately 49 private psychiatric hospitals. All of these hospitas provide acute
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sarvicesto highly vulnerable individuas who are often in crisis. These hospitals will need
extensve training and ass stance to come into compliance with the new regulations.

An implementation schedule was provided to each of these providersin October 2001,
detailing plans for monitoring compliance with the new regulaions. The Department also
assembled a Human Rights Training and Implementation Advisory Team to advise on training
and implementation drategiesfor dl providers. Regiond externd training will be provided in
collaboration with the Univeraty of Virginia Institute of Law, Public Policy and Psychiatry after
the promulgation process is completed.

Promotion of Quality of Carein State Facilitiesand Community Programs
Compliance with State Facility Active Treatment and Habilitation Clinical Care Expectations

The Civil Rights of Indtitutiondized Persons Act (CRIPA) established broad authority for the
United States Department of Jugtice (DQOJ) to investigate matters of infringement on the
congtitutiona rights of patients cared for in Sate facilities. In the early 1990s, following initid
investigations of the Northern Virginia Training Center and Eastern State Hospitdl, the DOJ
cdled for plans of improvement to address findings related to patient care. Similarly, by the mid-
1990s, Northern VirginiaMenta Hedlth Ingtitute and Centrd State Hospital dso were
investigated, and each embarked upon the establishment of plans to address improvementsin the
care and trestment of patientsin their respective facilities. Generd key requirements for DOJ
gpprova of facility continuous improvement plans included:

Increased gtaff-to-patient retios,

Enhanced g&ff training;

Enhanced gtructure and provison for medicd care;

Increased individudized active treatment with patient involvement in trestment planning;
Structured and coordinated planning for discharge and placement in the most integrated
sting; and

Focused efforts to protect patient and resident rights, safety, and well-being mogt specificaly
related to the use of seclusion and restraint.

By the fdl of 2001, Northern Virginia Training Center, Eastern State Hospital, Northern
VirginiaMentd Hedth Inditute, and Centrd State Hospita had successfully implemented their
continuous improvement plans and their lawsuits were dismissed with prgudice. Western State
Hospital continues to work with the Department and external consultants to prepare for aDOJ
compliance audit. The Department’s Office of Facility Operations/Quality Assurance continues
to play arolein assuring that the facility plans of continuous improvement are successfully
implemented.

In the summer of 2001, the Department’ s DOJ consultant was contracted to review the four
menta retardation training centers that had not been reviewed by DOJ (Centrd Virginia Training
Center, Southeastern Virginia Training Center, Southsde Virginia Training Center, and
Southwestern Virginia Training Center) with specific focus on: menta retardation diagnosis and
resident level of functioning; psychiatric consultations, medications, and polypharmacy for
resdents with dual diagnoses, medical care and trestment; use of restraints and locked time out
and each facility’ s adherence to the Department’ s adminigtrative policies relating to risk
management, abuse investigations, and qudity improvement. Asaresult of these reviews, the

oo oo
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training centers were asked to prepare plans of improvement related to specific findings. In
addition, the Department is seeking resources to increase saffing for each of these facilitiesto
bring their Saffing levels doser to compliance with DOJ expectations.

State Facility Clinical Guidelines Initiative

In FY 1999, the Department began an initiative to develop consistent and uniform clinical
guiddines and operating procedures in areas such as Sate facility admissions and discharges,
active treetment planning, medica assessment, medication management, medical emergency
response systems, behavior management, emergency use of seclusion and restraints, abuse and
neglect prevention, and competency- based staff training and development. These guiddines were
based upon a sysemwide review of state facility procedures and operations that affect the quaity
of care. Mogt of these procedures have been implemented by facilities. Thisinitiative, however,
has continued with the identification of additiona areas for improvement, including suicide
prevention, reporting and responding to unexplained injuries, peer review, and use of medica and
protective restraints.

Uniform clinical guidelines and operating procedures are not intended to supercede clinical
judgment but rather to promote and support clinical practice by ensuring that:

~

€ the patient or resdent receves the most effective servicesin atimely fashion;
these services are ddivered with caring and respect; and

the interventions are provided in a manner that promotes the safety and well being of the
individua receiving services.

e
e

The Department’ s uniform clinical guidelines and operating procedures continue to be based on
and guided by the dlinica skills and experience of facility professonds and expert consultants,
the best currently available clinica evidence, the experiences of other public and private service
agencies, and gate and federa regulatory and certification requirements.

The Department plans to continue to redesign established uniform clinicd guiddines and
operating procedures to ensure that improvements in performance are sustained and that new
improvement strategies and regulatory requirements are incorporated. A key aspect of this
improvement effort involves monitoring the performance and effectiveness of new dinica
guidelines and operating procedures to assess whether:

€ the new processes produce the desired result;

€ the processes require redesign; or

e there are opportunities to further improve the new guiddines and procedures.
Performance data, reflecting awide range of clinical and operationd activities, will be collected
through a Quality Management Data System and used to identify service ddivery trends and
determine the need for new clinica guidelines and operating procedures. Ongoing evauation of
the effectiveness of uniform operating procedures and clinical processes will occur asa
cooperative effort between the Department’s Centra Office and state facility quaity managers,

hedlth information managers, training directors, and other facility personnd responsible for
callecting or tracking clinical and regulatory data.

Phase | collection of performance evauation measures for the uniform clinica guideines and
operating procedures will begin thisfiscd year and will focus on:
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Compliance with documentation requirements as they relate to trestment planning and billing
practices for treatment planning and related services,

0%

Compliance with mandatory orientation and annud training requirements,

0%

The effectiveness of the current preadmisson process for medica screening; and

The gppropriateness, utilization, risk, and outcome of emergency secluson and restraint
procedures.

The Department’ s Office of Qudity Management will work with state facility qudity managers
and the Office of Risk and Liability Affairsto establish find reporting and follow-up procedures
for this quality assurance data

Phase |1 implementation of the ongoing evauation process will beginin FY 2003. Phasell
performance evauation measures will addressthe:

(0]

€ gppropriateness, utilization, and outcome of behaviora treatment techniques,
quality and timeliness of emergency medical trestment response systems; and

e evduaion of medication prescribing practices and dosing strategies and the supporting
documentation requirements.

I mplementation of Evidence-Based Clinical Practicesin State Facilities and CSBs

Evidence-based practice refers to the integration of the expertise and judgment of individua
practitioners with the clinicaly relevant research into the effectiveness, efficiency, and safety of
medica, psychiatric, rehabilitative, and behaviora trestments. In evidence-based practice, the
current research evidence supplements and continuoudy updates the clinica expertise of
practitioners to prevent their knowledge base from becoming outdated. This combination of
practitioner experience and skill and the most efficacious trestments, coupled with individud
choice, has the potentid to sgnificantly improve the qudity of care for individuas recaiving
services. While evidence-based practice is not a new concept, advances in communication
technology and the dissemination and transfer of information now give practitioners ready access
to the best externd evidence with which to address clinica questionsin the course of their daily
practice. Thisready accessto clinica information is extending the concept of a community
standard of practice to agloba standard of practice.

Thefirg sep in implementing evidence-based clinical practice is to educate practitioners on
the benefits of such practice and provide them with the technica knowledge and skillsthat are
needed for effective implementation. Any training must also dispd fears that evidence-based
practiceis “cook-book” treatment or habilitation that precludes clinica judgment and thet itisa
cost-cutting measure. While most of the literature describing evidence-based clinica practice
focuses on medical practice, there are clearly gpplications for other disciplines, and this must be
reflected in the audiences selected for training.

Evidence-based practice requires not only the effective and thoughtful utilization of research
but it demands that such research be available. While external research provides abasis for
evidence-based practice, this evidence is most effective when it is supplemented with dataon
specific populations and settings. Follow-up studies of patients within the services sysem may,
for example, provide additiona clinical information to support and supplement externd findings.
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The Department and CSBs have recognized the importance of working together to develop
and disseminate evidence-based service modds and uniform clinica practices that will promote
subgtantia equivaence in services across the state. Adoption of uniform clinica practices by the
CSBswould help ensure the provison of equivaent services throughout the state and permit a
clearer identification of service system gaps, where they exis. While ill dlowing for loca
variation and innovation, a core set of evidence-based dinicd practices for community services
across the state aso would help ensure informed consumer choices and ease of movement from
one service area to another.

Under the auspices of the FY 2001 community services performance contract, CSBs have
been participating with the Department in a System Leadership Council to, in part: “identify,
develop, propose, and monitor the implementation of new service moddlities, sysemic
innovations, and other gpproaches for improving the accessibility, responsiveness, and cost
effectiveness of the publicly funded menta hedlth, mental retardation, and substance abuse
services sysem.” Workgroups of the Virginia Association of Community Services Boards
(VACSB) Menta Hedth Council, with participation by Department staff, subsequently initiated a
process of defining mode s for the essentid array of menta hedth services. These modes will
include a description of the service, the intended target population, digibility and exclusonary
criteria, admission and discharge criteria, provider qudifications, caseload sizes, and service
implementation standards. The firgt service models drafted include psychiatric inpatient care,
emergency sarvices, psychosocid rehabilitation, and PACT. Additional service modelsto be
defined include outpatient, day trestment, residentid, and case management.

In the area of substance abuse services, the population of personswith alcohol or drug use
disordersis becoming increasingly diverse. Individuas are more likely to be polydrug users; be
younger than their counterparts in previous years, represent a greeter gender and ethnic mix; have
more serious problems, such as co-morbid substance abuse and mentd hedlth disorders; and have
ahigtory of being psychologicaly and socidly impoverished. When these persons present to the
publicly-funded system of care for substance abuse trestment services, staff and trestment options
must aso become more diverse.

Limited public dollars can no longer support inefficient care provided in programs with one
leve of care and one treatment protocol for al consumers, regardiess of the presumed or assessed
clinica heterogeneity of the consumer population. Thereis an urgent need to find more efficient
ways to provide care, to protect the quality of and access to addiction treatment, and to begin to
integrate research findings into everyday practice and programs.

In addition to diagnoss, the severity of the addiction must determine the trestment modalities
to be provided, with attention to matching consumers to gppropriate levels of care and movement
aong a seamless continuum.  Expert task forces and advisory committees have developed a
number of nationaly recognized substance abuse “ Petient Placement Criteria’ models. The
criteriamost widely used and adopted are American Society of Addiction Medicine (ASAM)
patient placement criteria (PPC). The purpose of the ASAM-PPC, a consensus document, isto
enhance the use of multidimensiond assessments in making objective patient placement criteria
decisonsfor various levels of care. Six assessment dimensions are evauated in making
placement decisions.

Dimenson 1: Acute Intoxication and/or Withdrawa Potertid
Dimension 2: Biomedical Conditions and Complications
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Dimensgon 3: Emotiona, Behaviord or Cognitive Conditions and Complications

Dimenson 4: Readinessto Change

Dimenson 5: Relgpse, Continued Use or Continued Problem Potentia

Dimenson 6: Recovery/Living Environment

The ASAM-PPC-2R (2" Edition Revised, 2001) describes trestment as a continuum marked
by five basic levels of care:

Leve 0.5: Early Intervention

Leve I: Outpatient Treatment

Levd Il: Intensive Outpatient/Partia Hospitdization Treatment
Levd Ill: Resdentid/Inpatient Treatment

Leve 1V: Medicdly Managed Intensve Inpatient Trestment.

In the area of substance abuse prevention services, cons derable atention has been given to
identifying effective prevention programs. These programs have been thoroughly evauated,
published in peer review journals, and replicated and evaluated with different culturd and ethnic
populations. They have been recognized by state and federa mental hedlth, substance abuse,
education, and juvenile justice systems as science-based programs or models. The Department is
promoting increased use of these identified prevention programs by CSBs and has focused its
training and technica assstance on these programs. Grants for purchase of science-based
prevention program curriculum and training were digtributed to CSBsin FY 2002. To assst the
community-based prevention planning process, the Prevention and Promation Advisory Council
is completing the Virginia DMHMRSAS Prevention Planning Guide: Phase I11. Thisguide will
focus on current prevention science and science- based prevention programs for families. The
guide follows two previous planning guides, dl of which provided prevention practitioners with
information on selecting and using evidence-based prevention programs for specific populations.

Medication Management

The Department’ s Medication Committee was recongtituted in FY 2001 to include
representatives from a wide range of stakeholdersin the public service system, including state
facilities, community providers, and advocacy representatives. The Committee’ s chargeisto
improve the quality of care through assessment of the cogt, utilization, and benefits of various
pharmaceuticas in the publicly-financed services system. The Medication Committee, which
initialy met on a quarterly basis, now meets bi-monthly to consder arange of issues that include
the risng cost of medications, the utilization of atypica medications, and Department’ s Aftercare
Pharmacy services. Committee functions include:

Reviewing candidate medications for incluson in the state pharmecy;
Reviewing the gppropriateness, effectiveness, and safety of medication usage;

Evauating off-label use of certain medications, that is, medications that have not received
FDA approvd for aparticular use, such as antidepressants used for the rdlief of anxiety;

Studying innovative practices, including consultation and comparisons with other public
menta hedth systems;

Disseminating clinical guiddines and other best practicesto practitioners in Sate facility and
community Settings,

Serving as aforum for the exchange of ideas among physicians, pharmeacigts, psycho-
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pharmacologists, and other clinicad and adminidrative Saff in date facility and CSB
programs; and

Reviewing the value of existing and new gate facility structures and processes designed to
evauate medication usage, such asdinica pertinence reviews of polypharmacy and the
adequacy of dinicd trids.

One issue being considered by Medication Committee is the relationship between the
Department’ s Aftercare Pharmacy, state facilities, and CSBs. During FY 2001, the Medication
Committee conducted a study of CSB satisfaction with services provided by the Aftercare
Pharmacy. Consumers discharged from facilities may and frequently do receive their
pharmaceuticals from sources other than the Aftercare Pharmacy, such as private pharmacies and
through mail order. Thisraised the question of the need to continue to operate an Aftercare
Pharmacy when such services are available e sewhere. The study considered:

(0%

(0%

the need for Aftercare Pharmacy services,
the actud utilization of these services,

the technica assistance needs of CSB and how well they were met by the Aftercare
Pharmacy,

o o

~

€ patient access to pharmaceuticas through the Aftercare Pharmacy, and

~

€ oconsumer satisfaction with Aftercare Pharmacy services.

This study showed an overwhelming support for the continuation of Aftercare Pharmacy services
as acomponent of the overdl delivery of pharmaceuticas in community programs.

The Medication Committee aso has consdered the role of pharmaceuticals in patient
discharge readiness, community placement options, and readmission rates. State facility
physicians have more options in their prescribing practices than CSB physicians because of the
intensity of services provide in inpatient settings. State facility patients and resdents are
monitored by direct care staff 24 hours a day for drug interactions, side effects, and other
unanticipated effects of medication. Inpatient trestment aso dlows facility physcians to conduct
physical examinations and lab studies on patients as frequently as necessary to evduate the
effects of amedication or combination of medications. When an individud is discharged to a
community setting, such intensive monitoring israrely available and the community physician
may, for safety reasons, find it advisable or necessary to change an individua’ s medication to one
that requires less intensve monitoring, but that may be less effective.

The Medication Committee is developing preliminary plans to assess the effect of inpatient
dosing drategies and prescribing practices on the choice of community placement, discharge
decisions, and readmission rates and to devel op strategies for improving continuity of care. Also
planned is the development of dtrategies to promote fiscaly responsible prescribing practices
among community and State facility physcians. Thiswill be accomplished by disseminating best-
practice information and medication dgorithms that physcians may use to make dinicaly sound
and fiscdly respongble judgments about the choice of amedication.

Quality Improvement Activities

Qudity improvement is an ongoing process of identifying, measuring, assessing, and
improving consumer care and providing a safe and secure environment. Department activitiesto
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implement a systemdtic, organization-wide approach to quality improvement follow.
Performance and Outcomes Measurement System

Virginid s Performance and Outcomes M easurement System (POM S) assesses provider and
system performance on severd dimensions, including service access, quaity and appropriateness
of care, consumer outcomes, critica incidents, and consumer and family member satisfaction
with services and supports provided to consumersin priority populations. The Department’s god
isfor POMS to provide mutualy-useful datathat is integrated into the culture of service delivery
and that serves as the foundation for qudity improvement activities. There is no intention to base
the allocation of state-controlled funds on the POMS.

POMS provides a mechanism for the Department to evauate servicesit funds as required by
State Board policy (Policy 4021(CSB) 86-18). In addition, the federal government is beginning
the process of requiring implementation of anationd set of performance indicators as a condition
of receiving federa block grant money for menta hedlth and substance abuse services as part of
the Performance Partnership Grants. The POMS provides the infrastructure to quickly and
efficiently implement the nationd indicators. Findly, as of January 1999, the Joint Commission
on Accreditation of Hedthcare Organizations (JCAHO) requires dl of the organizationsiit
accredits to participate in an gpproved performance measurement sysiem. The POMSis used to
meet this requirement for the Department’ s state psychiatric hospitals.

The menta hedlth (including child and adult populations in CSBs and dtete psychiatric
facilities) and substance abuse POM S (adults served by CSBs) were implemented statewide, on
October 1, 2000. The menta retardation POM S, which has been an active participant in the
nationa Core Indicators Project, will be implemented on January 1, 2002, and the substance
abuse prevention POMS is scheduled to begin statewide implementation on July 1, 2003.

POMS implementation is being phasad in over saverd years, beginning with alimited
number of adult and child/adolescent menta health and adult substance abuse phase one
indicators in the following domains. access to services, quality and gppropriateness of care,
consumer outcomes, and consumer satisfaction. Examples of accessindicators include:

e Accessto substance abuse trestment within 48 hours for pregnant females, and

e Consumer perception of access (e.g., convenience of services, accessihility of staff).
Examples of quaity or gppropriateness indicators include;

Follow-up services ddivered within 7 days of state hospital discharge,

Use of atypical medications (CSBs and date facilities),

Seclusion and regtraint (date facilities), and

Consumer perception of the quality and appropriateness of services received.

oo o o

Examples of consumer outcomes indicators include:
Readmission within 30 days of hospital discharge,
Community tenure,

Employment,

Leve of functioning, and

Consumer perception of outcomes.

o M
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Chalenges encountered during the first year of implementation of the menta health adullt,
mentd health child and adolescent, and substance abuse POM S included:

Lack of information technology system capacity at CSBs,

Integration of data collection with existing dlinica protocols,

Data management/tracking of consumers,

Clinician concerns about consumer confidentiaity, and

Lack of nationa standards and benchmarks for data interpretation.

By August 2001, the POM S database included information on approximately 15,000
consumers. By program area these include approximately:

8,500 adult MH consumers

2,200 child MH consumers

3,500 adult SA consumers

1,000 dud diagnosis (MH/SA)

In collaboration with the CSBs and state hospitals, the Department has devel oped an interna
process for usng POMS data for quality improvement. The mechanism includes the establishment
of Quality Teamsto review POMS data on aroutine bas's, identify issues and areas for quality

improvement, and make recommendations for future actions. The Department will also work with
the CSBs and dtate facilities to enhance their ability to use POMS data for quality improvement.

Thefirg reports of POMS data were distributed during the summer of 2001. The reporting
schedule will include, & minimum, semi-annud and annua reports. Initidly, these reports will
focus on presenting State-level data; however, each CSB and State facility receives data on its
individua performance so that they can use thisinformation for loca qudity improvement
efforts. Each CSB will continue to receive $40,000 in state generd funds and an average of
$10,000 in Mentd Hedlth Block Grant fundsin FY 2001 to support its POM S implementation
activities.

o o O
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Quality Council

The Department’ s Quality Council was convened on November 8, 2000 to serve as the core
structure for a comprehensive system-wide quality management program that encompasses the
Centrd Office, 15 date facilities, and 40 CSBs. The Quality Council advises the Department on
issues related to the process and outcome of treatment, satisfaction with care, the thergpeutic
environment, and consumer choice and skill-building opportunities. The Council’smissonisto
improve the quality of publicly-provided mental hedlth, menta retardation, and substance abuse
services by:
€ promoeting aculture of qudity;

e identifying systemic issues influencing the effectiveness and stability of the organization=s
processes and patient and family expectations and satisfaction with care; and

meaking qudity of care-based policy recommendations to improve the care and trestment of
consumers.

The Qudlity Council establishes afoca point and provides continuity for the system’s
ongoing performance improvement functions. In this repect, the functions of Council are closely
linked with the structure of the Department’ s Office of Hedlth and Qudity Care. The Qudlity
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Council has a core membership representing key policy makers, clinica leaders, program
adminigtrators representing sate facilities and CSBs, and consumers and family members.

Therole of the Quaity Council is being expanded beyond the traditiond review functionsto
include individual Council member participation on quality teams established to addressissues
related to the quadlity of care. It isanticipated that thisincreased involvement in quaity
improvement activities will encourage members to assume amore active role in shgping Council
direction and priorities. The Department aso plans to expand Council membership to include
private sector representatives and to increase the number of consumers and family members. With
this expansion in mind, the format of Quaity Council meetings has been revised to focus more on
member’ s participation and their involvement in quality activities reported a scheduled meetings.

Peer Review Activitiesin State Facilities

The Department has developed a centra medica peer review function to review the
professond performance of practitionersin state facilities when sgnificant issuesin the quality
of care areidentified. Peer review isan important tool that alows practitioners to continuousy
evauate and improve the qudity of patient care through individua case reviews, the assessment
of physician practice patterns, and the evaluation of systems and processes that support medica
and dlinicd practice. Peer review enhances the effectiveness of sate facility sysemsthat are
designed to improve performance.

Most recently the Department’ s Peer Review Committee convened a subcommittee of
physicians with expertise in the trestment of persons with menta retardation. This subcommittee
will review cases and address practice issues specifically related to the treatment and care of
individuas with menta retardation. While most of the focus of the subcommittee will be on
medical practice in training centers, they dso will review practice asit relates to persons with
mental retardation who are trested in state hospitals for psychiatric problems.

Peer review is a privilege afforded physcians under the Health Care Quality |mprovement
Act of 1986 and by state laws governing peer review activities. Itiscriticd that such aprivilege
be guided by a set of clear rues and requirements. To this end, the Department is preparing to
develop policies and procedures to formalize the Department’ s central peer review process,; to
protect the confidentidity of patients and physicians, to ensure the appropriate use of peer review
information; and to distinguish peer review from other review mechanisms.

Oversight of State Facility and Community Services
Oversight and Monitoring of State Facility Operations

In the summer of 2001, the Department established a separate Divison of Fadlity
Management within the Centra Office to demondrate the agency’s commitment to and priority
on promating qudity trestment and habilitation services in sate mentd hedth and menta
retardation facilities and providing accountability for and oversight of state facility operations.
This Divison includes the Offices of Qudity Improvement, Facility Investigations, and Forensic
Sarvices. Each of these offices plays a digtinctive role in facility oversght and monitoring.

The Office of Qudity Improvement works with the Office of the Attorney Generd (OAG) in
providing oversight of the DOJ plans for continuous improvement and addresses implementation
concerns. Thisinvolves reviewing specific quaity of care issues within agtate facility, induding
discharge practices, censusissues, saffing, and program implementation concerns. Additionaly,
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the Office of Quality Improvement plays a broad role in addressing and monitoring facility-
specific plans of improvement based on avariety of findings by externd consultants, the
Department’s Internd Audit Office, and the Office of the Ingpector Generd (OIG).

Cregted by legidation in 1999, the Office of the Ingpector Generd’ s primary mission isto
chdlenge Virginia s public mentd hedth, mentd retardation, and substance abuse services
system to provide qudity services that are congstent with contemporary clinica guidelines and
financid management drategies. The OIG acts upon its mission through onSte ingpections of
the ten mentd hedlth facilities and five menta retardation training centers. These inspections
may result in recommendations to the Department and the individua dtete facilities to correct
identified problems, abuses, and deficiencies. The Inspector Generd is dso responsible for
keeping the Governor and the Generd Assembly fully informed of significant concerns,
recommendations for corrective actions and progress made in the implementing these actions.

The OIG has three standardized ingpection formats, one of which acts asthe basis for each
gtevist. Theseformatsfollow.

~

€ Primary Inspections - These are routine, unannounced comprehensive vists typicaly lasting
severd days. Their purposeisto evauate dl components of the quality of care delivered by
the state facility and to make recommendetions regarding performance improvement.

Secondary Inspections - These are performed secondary to the identification of a potentialy
serious problem that may either represent a pattern of substandard care or may have adirect,
immediate effect on patient hedth, safety, or welfare. Their purposeisto evauate any
potentid problems and to make recommendations for performance improvement. These
ingpections may be announced or unannounced.

Shapshot Inspections - These are brief ingpections that are aways unannounced and occur
after regular work hours and on weekends. Their purposeisto review patient activities, saff
coverage, and genera building conditions. These ingpections may serve as ameansto
follow-up onissues of particular concern a a particular facility.

(0]
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During primary ingpections, there are eight categories that are generdly reviewed relative to
quadlity of care. These are: trestment of patients with dignity and respect, use of seclusion and
restraint, active trestment planning, access to acute medica care, the trestment and resdential
milieu, rdaionship of the facility with academic ingtitutions, specid facility issues, and risk
management and quality assurance initiatives.

In the Ingpector General’ s 2000 Annual Report, there were severd systemic findings of merit
related to State facility quaity care. Theseincluded the considerable decrease in the use of
seclusion and redtraint in state facilities, as compared to the recent past, and the increasein
thergpeutic activities and programs available to state facility patients and resdents. The Inspector
Genera aso recognized that those staff observed during inspections appeared to be dedicated and
professona and she called upon the Department to initiate opportunities for saff recognition.
Though few, the Ingpector Genera dso noted systemic findings of concern related to staffing,
aggresson management, and an aging of the sate facility capita infrastructure,

A primary responsihbility of the Department’ s Office of Quaity Improvement isto identify
systemic areas where additiona policy guidance isrequired. This Office serves asthe

Department’ sliason to the OIG rdative to investigations findings. Office gaff and individud
date facilities collaborate in responding to concerns raised by the Inspector Generd. The Office
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works with each state facility to develop appropriate time frames and outcome measures for
incluson in their plans of correction. Implementation of these plansis then internaly monitored.
Between June 1999 and August 2001, the OIG conducted 47 inspections.

In 1999, the Department provided new and more specific guidance to Sate facilities on
reporting and investigating facility dlegations of abuse and neglect. Concurrently, the
Department implemented centrdized reporting of these incidents in Sate facilitiesto an
Investigations Manager located in the Central Office. The Investigations Manager provides
increased oversight of facility investigations, maintains data on case outcomes, and assures
enhanced and standardized training of investigetors. By late 2001, the system of investigating
adlegations of abuse and neglect in date facilities should be fully centralized with no investigator
sarving multiple roleswithin afacility. Instead, a cadre of investigators will be supervised by the
Investigations Manager.

Oversight of Potential Risks and Liabilitiesin State Facilities

Efforts continue to enhance the implementation of sandardized saffing levels, mixes, and
credentid's established by the Department through its State Facility Uniform Clinical Guiddines
Initiative. Theinitid Risk Management departmentd ingruction (D) established:

~

e requirements for the structure of distinct risk management programs a al 15 facilities under
the oversight of the Centra Office risk management director;

minimum qudification criteria for fadility risk manegers;
uniform risk identification strategied critical incident reporting, and
€ anannud assessment of the program.

o o

The departmenta ingtruction outlined procedures for specific and systemwide risk management
performance; monitoring risk and liability patterns and trends, including loss summary anadyses,
and natification to the Office of the Attorney Generd of actud or potentid litigation.

In FY 2001, the Department’ s Office of Risk Management was renamed the Office of Risk
and Liability Affairsto reflect the increasing need to assst management and the workforce in
becoming proactive in addressing risks and liabilities encapsulated within ongoing programs and
daly operations. Management of the Department’ srisks and liahilities has not only significantly
increased, but has taken on new dimensions. In the past ten years, the Department has been
exposed to liahilities semming from the Department of Jugtice (DOJ) investigations and litigation
againg five date facilities for dleged violations pursuant to the Civil Rights of Inditutiondized
Persons Act (CRIPA). Also, pursuant to 851.5-37.1 of the Code of Virginia, the Department is
now required to report al desths and critica incidents to the Department for Rights of Virginians
with Disabilities (DRVD) within 48 hours of occurrence or discovery, aswell as follow-up
reports of then known facts. A DRVD Incident Tracking System database has been established in
Centrd Office to assure implementation, monitoring, and documentation of compliance.

The upcoming 2001 revisons to the Risk Management departmentd instruction will provide
for fadility risk managersto assign clinical severity and risk assessment index codesto al
incidents (gpproximately 3,000 per month) and to conduct baseline analyses and reviews on al
unexplained injuries, aswell as incidents with high severity and risk assessment levels. Quarterly
report cards and full assessment data profiles will now be prepared for submission to the
Commissioner, DRVD, Inspector Genera, and other gppropriate offices within the Department.



These enhancements are intended to more effectively implement systemic identification and risk
reduction grategies, and to ultimately improve client and community safety.

Oversight and Monitoring of CSB Performance Requirements

The FY 2001 and 2002 community services performance contracts continued many of the
accountability enhancements ingdtituted with the FY 2000 contract. Most notably, these included
identifying three distinct types of state-controlled funding in the contract: ongoing services,
gpecid projects, and purchases of individualized services. Ongoing services are the continuation
of traditiona, grant-funded services, and they represent the mgjor portion of CSB financid
resources and services. However, the other two types of funding reflect a new approach to
digtributing state- controlled resources (State generd funds and mental hedlth and substance abuse
federal block grants) in amore focused and accountable manner.

A. Specid projects funding supports.
menta hedth programs of assertive community trestment (PACT) teams at 12 CSBs,
mentd hedth asssted living facility (ALF) pilot projects a more than eight CSBs,

menta hedth community resdentia services projects at dl CSBsfor individuds with
serious mentd illnesses,

gx regiona substance abuse date facility diverson projects that cover dl of the state

except northern Virginia,

€ community-based treatment services projects for women with alcohol and other drug
addiction or abuse, and

€ substance abusejail services projects.

o o o
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Information about these projectsis projected separately in performance contracts and
displayed separately in associated reports. 1n addition, the Department’ s Office of Mental
Hedlth Services maintains a separate automated monthly reporting system to track the
implementation and operation of each PACT team. This system contains more detalled
information about those teams than is contained in the performance contract and reports.
The Office of Mental Hedlth Services dso maintains a separate reporting system for PATH
projects, which fund services for individuas who are homeless.

B. Purchases of individuaized services (POIS) funding supports:

~

e mentd hedth discharge assstance project (DAP) placements based on individudized
sarvices plans for more than 300 former patients from state menta hedlth facilities,

e individudized menta hedlth services plansfor children and adolescents with serious
emotiond disturbance who are non-CSA mandated at all 40 CSBs,

€ individudized plans of care for consumers who are enrolled in the Medicad mentd
retardation home and community-based waiver, and

e individudized plans of care for consumers who are not digible for the Medicaid menta
retardation home and community-based waiver.

Information about these purchases of individudized services is projected separately in
performance contracts and displayed separately in associated reports. 1n addition, the Offices
of Mentd Hedlth Services (DAP), Health and Quality Care (menta hedth child and
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adolescent POIS), and Menta Retardation Services (mental retardation non-Waiver POLS)
maintain separate automated monthly reporting systems to track the implementation and
operations of theseinitiatives. These systems contain more detailed information about these
POIS activities on an individua consumer basis. Individudized services plans or plans of
care funded through these initiatives are preauthorized by Department staff and are subject to
utilization review by the Department. The separate Discharge Assistance Project agreements
that previoudy existed between the Department and individua CSBs have been incorporated
into the community services performance contractsin FY 2002. Thus, on alimited basis, the
Department has implemented some of aspects of the managed system of care proposal
contained in the 2000 - 2006 Comprehensve State Plan.

Routine monitoring of CSB accomplishment of performance contract service objectives (eg.,

numbers of consumers served, types and amounts of services provided) contained in Exhibit A of
the contract continues, using the second, third, and fourth quarter automated reports submitted by
each CSB. Additionaly, other monitoring activities related to performance contract requirements
are carried out by the following Department offices.

é
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The Office of Financid Assstance and Review conducts periodic financid management
reviews of al CSBsto assess compliance with the Financial Management Standards for
Community Services Manud. The office dso reviews annua CSB and CSB contract agency
CPA audits.

The Offices of Financid Assstance and Review and Internal Audit conduct joint audits of
selected CSBs on a periodic basis. These two offices also may conduct specia ad hoc
reviews of particular CSBs in response to requests from CSBs, complaints about CSBs, or
information provided to the Department. These reviews may involve other officesin the
Department, such as Community Contracting and Human Resource Development and
Management.

The Office of Reimbursement conducts periodic reimbursement reviews of dl CSBsto
determine compliance with the Community Services Reimbursement Policies and Procedures
Manud.

The Office of Adminidtrative Services conducts periodic procurement reviews of al CSBsto
evduate compliance with the Community Services Procurement Manud.

The Office of Human Rights reviews each CSB’slocad human rights plan, monitors
compliance with the human rights regulations, and intervenes on an ad hoc basis to address
dlegations of human rights violations.

The Office of Licensing conducts and makes annua unannounced visits to assess compliance
of each sarvice provided by each CSB with the Licensang Regulations and investigates
complaints brought to the attention of the Office.

One of the most extensive monitoring effortsindituted as a result of the FY 2001

performance contract and the increased emphasis on predischarge planning involved the
development and implementation of a separate quarterly automated system to track the status of
patients in state menta hedlth facilities who have been determined to be ready for discharge and
resdents in state menta retardation facilities who have chosen to be discharged. State facilities
report this information, based on their records, on a monthly basis to the Department and the
CSBsthat they serve. CSBs report smilar information, based on their records, to the Department
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on aquarterly bass. The purpose of this system is to monitor the movement of such individuas
into their communities. This system aso enables the Department to gather information as part of
its response to the Olmstead decision.

As part of its ongoing efforts to streamline data and reporting requirements, lessen the
adminigtrative workload of CSBs, and decrease the burden on direct care staff, the Department
reduced data and reporting requirements associated with the community services performance
contract and reports significantly for FY 2001 and 2002. For example, the number of pagesin
Exhibit A of the contract decreased from 62 in the FY 2001 contract to only 30 pagesin the FY
2002 contract, if aCSB uses dl of the forms. There was a comparable reduction in the reports
associated with the contract for FY 2001. This streamlining was possible, in part, because of the
information gathered by ancillary systems, such asthe PACT and DAP software, and by a
detailed and thorough review of the Department’ s actua information needs.

While the Department’ s oversght and monitoring activities have increased appreciably, the
major accountability tool governing relationships between the Department and the CSBs contains
few usable or useful enforcement or sanction mechanisms. Currently, the contract contains minor
sanctions for non-performance, associated with the submisson of accurate and timely reports, and
withdrawd of funds or termination of the contract for unremediated patterns of nor-compliance
with the terms of the contract. In the context of effective monitoring of contract performance, it
may be hepful to have dternatives that are less savere than termination, but more meaningful
than amdl one-time reductions of state fundsfor late reports.

Findly, another mgjor effort to monitor CSB performance, the Performance and Outcomes
Measurement System is being implemented in a phased gpproach. Once POMS isfully
operationd, it will provide arich source of information about the performance of individua CSBs
and many opportunities for sgnificant quaity improvement activities.

Monitoring Human Rights Protectionsin State Facilities and Community Programs

The Department’ s human rights program is designed to provide comprehensive human rights
protections and a complaint resolution process for individuas receiving services in the 15 date
mentd hedlth and menta retardation facilities, programs operated by or under contract to the 40
CSBs, and over 450 licensed private mentd health, mental retardation and substance abuse
programs throughout Virginia.  There are 25 advocates who are physicaly housed at state
facilities. Nineteen advocates provide advocacy services to individuals receiving services in Sate
facilities. Sx regiond advocates provide servicesto individuas recaiving servicesin the CSBs
and licensed community programs in their respective areas. These advocates are responsible for
large casdloads, large numbers of CSBs and private programs, and many Loca Human Rights
Committees (LHRCs). The size of the casdloads and geographic distance do not enable these
advocates to have a significant presence in community programs.

The Department’ s Human Rights program monitors dl state facilities and licensed providers
for compliance with the human rights regulations. This monitoring function may occur during an
abuse or neglect invedtigation, while resolving other human right complaints, or during an
unannounced vigt to the unit, program or service location. The Department’ s Office of Licensing
shares responsihility for monitoring compliance with the human rights regulaions and frequently
gaff from both Offices conduct joint vigts or investigations. In accordance with §37.1-84-1 and
§37.1-179 of the Code of Virginia, providers must be in compliance with the human rights
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regulations to obtain or retain alicense from the Department.

The human rights oversight function is carried out by the Department’ s Office of Human
Rights staff and the Local Human Rights Committees (LHRC). Each provider isrequired to
edtablish or ffiliate with an LHRC and report human rights complaints to the Department
advocate. The LHRC and advocate are available for the resolution of human rights complaints
through the complaint and hearing process as detailed in the human rights regulations.

The Office of Human Rights aso conducts training on the human rights regulations for saff
and consumers a sate facilities and community programs. These training opportunities are part of
the monitoring and oversight function of the Office of Human Rights.

Strengthened Licensing Requirements and Oversight

The Department drafted proposed new licensing regulations (12 VAC 35-105 Rules and
Regulations for the Licensing of Providers of Mental Health, Mental Retardation and Substance
Abuse Services) during the spring of 2001. These proposed regulations would replace the current
licensing regulations for regulating and monitoring the compliance of dl providers of care and
trestment services provided to individuas with mentd illness, menta retardation, or substance
abuse or dependence. The regulations have three overarching gods:.

To increase consumer protection and safety;
To increase provider accountability; and

To maintain, to the greatest extent possible, the flexibility found in the current licensng
regulations.

o o o

The Department’ s Office of Licensang convened externd and interna workgroupsto assigt in
the development of its proposed new regulations. The externd workgroup included organizations
representing consumers, family members, public and private providers, and others. Theinternd
workgroup included Department offices that have collaborative relationships with licensing.
Suggestions from both workgroups were incorporated into the draft regulations wherever possible.

One notable feature of the proposed regulationsis the increased collaboration between
licensing and human rights. Changesto §37.1-84.1 and §37.1-182.3 of the Code of Virginia
require substantid compliance with human rights regulations for the purpose of issuing alicense.
These changes further cdl for the ongoing monitoring of compliance with human rights
regulations as part of routine licensing ingpections. Changesto 837.1-185.1 of the Code cdll for
the possible imposition of sanctions againg providers for violations of licensing and human rights
regulations. The proposed regulations reflect these statutory changes.

The proposed licensing regulations are currently proceeding through the regulatory
development process. The State Board has approved the proposed regulations for public comment
and the Department has submitted these proposed regulations for Executive review. The proposed
regulations received the required Executive gpprovals on October 1, 2001 and were published in
the Virginia Register on November 5, 2001. The next stepsin the regulatory process include:

(0%

Public hearings and 60-day public comment period through January 5, 2002,
Andysis of comments received and incorporation by the State Board of any revisons,
Submission of find regulation for Executive review by May 5, 2001;

Thirty day publication of the proposed find regulaionsin the Virginia Register; and

(0%
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© Find promulgetion.

Goal:

Goals, Objectives, and Strategies

Achieve professionally-recognized clinical best practicesin statemental health and
mental retardation facilities.

Objectives:

1.

Bring all state mental health and mental retardation facilities up to the active treatment
and staffing levels provided in the Department’ s settlement agreements with the U.S.
Department of Justice (DOJ) under the Civil Rights of I nstitutionalized Persons Act
(CRIPA).

Strategies:

a

Continue to implement plans of improvement a Western State Hospital.

b. Maintain compliance with provisons of the former DOJ settlement agreements at the
Northern Virginia Training Center, Eastern State Hospital, Northern VirginiaMental
Hedth Indtitute, and Centrd State Hospital.

c.  Work with Centrd Virginia Training Center, Southeastern Virginia Training Center,
Southsde Virginia Training Center, and Southwestern Virginia Training Center to
improve service quality and incresse gtaffing to bring them closer to compliance with
DQOJ expectations at the Northern Virginia Training Center.

d. Support the efforts of the Inspector Generd to monitor the progress of sate facilitiesin
improving qudlity of care.

Goal: Establish amechanism for theongoingevaluation of clinical performancein state
mental health facilitiesand training centers.

Objectives:

1. Implement Phasel variablesfor the evaluation of uniform state facility clinical guidelines

and operating proceduresin FY 2002.

Strategies:

a.  ldentify performance measures for the initia variable set that will become aregular part
of state facility data collection efforts.

Develop Department-wide definitions for Phase | variadbles.
Develop adata transfer mechanism for downloading data from state facilities to the
Depatment’ s Qudity Management and Training Office.
Deveop reporting formats and methods for andyzing this data.
Asess data definitions, data rdligbility, and evauation methods and make revisons as
needed.

2. Develop and implement Phase |1 variablesfor the evaluation of uniform state facility

clinical guidelines and operating proceduresin FY 2003.

Strategies:
a. Work with state facility clinica leaders and quaity managers to identify variables,

reporting formats, and methods for analyzing the results of data for the evaluation of the

89



Goal:

performance of uniform clinica procedures.
Implement data collection, analys's, and reporting on Phase |1 varigbles.

Assess data definitions, data rdigbility, and evauation methods and make revisons as
needed.

Implement evidence-based clinical practicein statefacilitiesand CSBs.

Objectives:

1. Providetrainingin evidence-based clinical practice to CSBs, state facilities, and other
treatment professionals.

Strategies:

a

Continue to review research findings in the literature and work with national expertsto
identify appropriate evidence-based clinica practices for potentid replication acrossthe
mental health, menta retardation, and substance abuse services systems.

b. Host symposiums, forums, and other training sessons on specific evidence-based
clinica practicesin FY 2003.

c. Dissaminate literature on specific best practices, including evidence-based medica and
pharmacology practices, to CSB and State facility clinica practitioners.

d. Identify practitioners within Virginia s public and private services sysem who are using
evidence-based practices and who would be willing to provide training and assstance to
CSB and gate facility clinica practitioners.

e. Deveop traning srategies and related activities to inform community practitioners
about the benefits of evidence-based practicein FY 2003.

f.  Egablish mechanismsfor the sharing of information about evidence-based practice
between community psychiatrists and facility psychiatrists in both the public and private
sectorsin FY 2003.

g Develop atraining program to address the quality and risk implications of evidence-
based practice for the individua practitioner, the organization, and the larger system.

h.  Coallaborate with nationa experts on research and program evauations to sudy the
effectiveness of implementing evidence-based practices for specific populationsand in
certan settingsin Virginia s public sector.

Goal: Improve consumer outcomes and accessto individualized substance abuse
treatment that ismore cost efficient and cost effective.
Objectives:

1. Improvethe assessment, evaluation, and treatment skills of substance abuse clinicians
related to substance abuse disorders.

Strategies:

a

Provide information about patient assessment and placement criteria and practice
guidelinesto CSB professond saff, sate mentd hedth facility psychosociad
rehabilitation staff, and publicly-funded private treetment providers.

Facilitate the development of broad consensus for the implementation of patient
placement criteria among significant stakeholders.
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c. Promote an understanding of the distinctions between professond trestment and self-
help groups, including 12-step programs, that provide socia and spiritua aidsto
recovery but do not meet trestment criteria and should not be confused with or
substituted for professona trestment.

d. Improve collaboration between the Department, CSBs, the Mid-Atlantic Addiction
Technology Transfer Center (ATTC), and professiona organizations.

e. Fadlitate the development in FY 2003 of specific policies and procedures to enhance the
linkage of services required by individuas with co-occurring mental health and
Substance-rel ated disorders.

f.  Cross-tran professond gaff, beginning in FY 2003, to serve individuas with both
menta health and substance-related disorders and to address both types of disordersin
the psycho-educational components of treatment.

0. Providetraining about incorporating medication management into treetment planning
and monitoring and promoating compliance with pharmacological therapies.
h.  Utilize outcomes data to continuoudy improve the implementation of the criteriaand
guiddines.
Goal: Continuously improvethequality of medication servicestoconsumersinthepublic

servicessystem through incremental changesand significant revisionstothesystem
of care.

Objectives:

1. Continuously monitor products, services, and practices related to efficacious and safe
medication usage in state facilities and CSBs through the Medication Committee.

Strategies:
a.  Review and assess the gppropriateness, effectiveness, and safety of medications.

b. Review issuesrdaed to the evauation of medications and physician practicesin Seate
fecility programs and develop recommendations for improvement.

C. ldentify and addressissues related to Aftercare Pharmacy services asthey reateto
access, utilization, and qudity.

d. Promotedinicaly efficacious and safe medication practices by identifying and
disseminating relevant research to physicians, pharmacologists, psycho-pharmacologists,
and other practitionersin facility and community programs.

e. Promote responsble prescribing practices by distributing research and agorithmsto
assg physicians in making choices about medications.

2. Improve the continuity of medical care between state facility and community programs.

Strategies:

a.  Conduct agtudy of theimpact of facility physicians prescribing practices and
medication strategies on length of stay and readmissionsin FY 2003.

b. Identify medication practices thet may impact discharge, community placement, and
reedmissonsin FY 2003.
b. Work with state facility medica directors to evauate the clinical necessity of practices

C.
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that impact discharge and identify practices that should be revised to improve patient
care.

d. Identify organizationa processes and requirementsin sate facility and community
programs that maintain clinical practices that may impact the continuity of carein FY
2003.

e. Develop drategiesin FY 2004 to modify clinical practices and organizational processes
with the goa of improving medication practices that may impede discharge or place a
patient at risk of re-hospitaization.

Goal: Continuetoexpandtheroleof quality improvement in the Department’ soversight
of clinical performancei mprovement.

Objectives:

1. Continue statewide implementation of Virginia’s Performance and Outcomes

Measurement System (POMS) activities.

Strategies:

a.  Convene qudity teams on aregular basisto andyze POMS data to identify issues and
make recommendations for Sate-level qudity improvement activities.

Develop and disseminate semi-annual and annud reports of state-level data

Provide technical assistance to and support for CSB and state facility quality
improvement activities that focus on POMS data.

d. Implement menta retardation POMSin FY 2002 and substance abuse prevention POMS
in FY 2004.

2. Include Quality Council membersin systemic quality improvement activities of the
Department.

Strategies:

a. Egablish proceduresin FY 2002 to continuoudy identify and involve Qudity Counall
members, as gppropriate, in Departmental performance improvement activities.

b. Egablish mechanismsin FY 2002 to give Qudity Council members agregter rolein
shaping the direction of the Council.

c. Egablish written by-lawsin FY 2003 that define the membership, structure, and
functions of the Qudity Counail.

d. Work with the Quality Council to expand its membership to include private sector
participation in FY 2004.

3. Develop Departmental policies and procedures to guide the function of the Department=s
Peer Review Committee.
Strategies:

a.  Collect information in FY 2003 related to the function of centra peer review committees
edablished in other large mentd hedth systems.

b. Prepareapaper in FY 2003 that distinguishes central peer review activities from other
Departmental performance-related review activities.

d. Deveop aDepatmenta Ingruction in FY 2004 to establish requirements for the
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Department’ s peer review function to include: composition of the committee, tenure on
the committee, frequency and conduct of meetings, criteriafor referrd, reporting results,
use of outsde experts and protection of information.
d. Reguirethat dl gate facilities have clearly articulated procedures for conducting peer
review as part of their medica staff by-lawsin FY 2004.

e. Tranadl faclity medica saff on the new requirementsin FY 2004.

Goal: Enhanceand expand appropriatemonitoringand over sight of CSB performance,
whilestreamlining data and reportingrequirementswher ever possible, toincrease
thequality, accessibility, and accountability of services; strengthen theeffectiveness
of CSB services; and improvethelivesof individualswho need these services.

Objectives:

1. Implement processes to share applicable information among Department offices for more
effective and efficient monitoring of CSB performance.
Strategies:

a.  Deveop and implement in FY 2003 aprocess for sharing information among affected
offices in the Department’ s Central Office to enable more complete monitoring of CSB
performance in fulfilling the terms of the performance contract.

b. Devedop andimplement in FY 2004 a standardized monitoring instrument, in
conjunction with the firgt activity and with input from the CSBs, to assess each CSB’s
accomplishment of key provisons of the performance contract on an ongoing bass.

c. Shareinformation from the standardized monitoring instrument with gppropriate
Department offices,

d. Implement separate, more detailed reporting requirementsin FY 2002 for the Six
regiona substance abuse dtate facility diversion projects, SAPT block grant set-aside
specid projects for HIV/TB, women' s substance abuse, and prevention services, and
other projects that require additiona data for distinct requirements though separate
memoranda of agreement between the CSBs and the Department.

e. Streamline exigting data and reporting requirements whenever possible, while
maintaining adequate accountability for funding and services.

2. Monitor CSB usage of state facility resources.

Strategies:

a.  Update in 2003 the Department’ s methodology for assigning CSB bed targets for adult
non-forengc utilization of state menta hedth facility beds.

b. Monitor and report CSB state menta health facility bed utilization related to their bed
targets.

c. Deveopin 2003, with CSB, sate facility, and other stakeholder input, a mechanism to
identify and measure the cost of state facility resources consumed by each CSB.

d. Implement this mechanism and generate reports for CSBs, state facilities, and the
Department in FY 2004.

3. Examinethefeasibility of intermediate sanctionsin future performance contracts.
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Strategies:

a. Invedigate the feashility and practicdity of developing and implementing arange of
intermediate sanctions in future performance contractsin FY 2003.

b. Involvethe CSBsand other system stakeholdersin these deliberations.

Deveap, if the results of this effort indicate that such intermediate sanctions are feasible
and practical, a proposd to indtitute such sanctions with the FY 2004 performance
contract.

Goal: EnhancetheDepartment’soversight of human rightsprotectionsand quality of
care standardsin state facilitiesand community programs.

Objectives:
1. Implement the new human rightsregulation.
Strategies:

a.  Deveop and implement training in FY 2002 for services providers, members of the State
Human Rights Committee and Locad Human Rights Committees, provider organizations,
and consumer and family organizations on the new human rights regulation.

b. Provide technica assstance to services providers on new or changed requirements.

Seek resources to increase the number of human rights advocates in order to respond to
growing workload demands and new requirements for integration with licenang S&ff.

d. Collect data and prepare routine reports on human rights complaints and abuse and
neglect investigations.

e. Make recommendations to the Commissioner on trends and systemic issues requiring
policy or adminigtrative interventions.

2. Strengthen the Department’ s licensing program.
Strategies:

a  Seek resources to increase the number of licensing specidists to respond to growing
workload demands and new requirements for integration with human rights staff.

b. Promulgate new licenang regulations for menta hedlth, mental retardation, and
substance abuse services that incorporate new statutory requirements.
HUMAN RESOURCESMANAGEMENT AND DEVELOPMENT

There are severad major human resource related factors that are expected to affect the qudity,
respongveness, and effectiveness of services provided through Virginia s publicly-funded
sarvices sysem. Theseinclude:

the aging and increasing cultura diverdty of the current workforce,

(0%

declining enrollments in key degree programs such as nursing,
the shortage of health care professionals and direct care workers, and

o o O

theincreasing levd of skills expected of the workforce in the future.

Nationdly, nearly 83 million Americans now working were born in the two decades
fallowing the end of World War 1. This generation of workers, commonly referred to as “ baby
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boomers” will be nearing the traditiond age of retirement in the near future. Thefirg individuds
in this generation will turn 65 around 2010. While many professona and managerid individuas,
such as socid workers, psychologists, and managers, are likely to remain in the workforce longer
than the generation of workers before them, state facilities and community programs will
experience increasingly larger numbers of retirements among their workforces. On the other
hand, direct care providersin state facilities and residential aides and persond care gtaff in
community programs, who have spent 20 or 30 yearsin physicaly demanding jobs, may be ready
to retire around 2005. These departures will have a profound impact on the services system.

A rapidly changing and more entrepreneuria economy has placed a premium on both
adaptability and flexibility. Workers able to master technology and cope with change will have
an advantage. Technology will increase the demand for highly skilled and well-educated workers.

The economy’ sincreasing emphasis on services will continue to creste many new jobs that will
be filled by workers who span the spectrum from highly skilled to moderately skilled workers,
including many who might be candidates for recruitment by state facilities and community
programs. Companies that cannot compete in the marketplace, even those that once had been
monopolies, will not survive. As aresult, workers will likely change jobs, employers, and even
occupations more often than in the past. Workersin al occupations will need to prepare
themsalves mentally and professiondly for this uncertainty.

The Bureau of Labor Statistics has projected changes for the number of workersin more than
500 occupations between 1994 and 2005. Demand for jobs in seven of the 25 fastest growing
occupdtions are estimated to be in hedlth care pogitions utilized within Virginia s publicly-funded
services system. These include persond and home care aides, home hedlth aides, physical
therapidts, resdential counselors, human services workers, teachers of specid education, and
other hedlth service workers. Many of these occupations require moderately skilled workers who
must possess well-honed communication and reasoning capatiilities. A college degreeisaplus
but not an absolute requirement. State facility nurses for example, range in qudifications from
those with two-year certificates or associates degrees to bachelors and masters prepared nurses.

Demand for nursing care has dready outstripped the supply and the services system isfacing
increasing competition for hedth care aides and other entry-level workers from retail chains that
offer benefits and pay comparable sdaries. The Department is experiencing increasing difficulty
recruiting nurang and hedth care aides. The CSBs report increasing difficulty in recruiting and
retaining staff who provide persond assistance and support. This shortage is expected to continue
and grow worse as pressures on demand and supply increase.

© Demand pressuresinclude genera population growth and the aging and increased medica
fralty of individuas receiving services. Greater proportions of individuas receiving seate
fadlity and community services have sgnificant medica conditions and complex care needs.

(0]

Supply pressures include the aging of the provider workforce and increased opportunitiesin
other fields. In aBriefing on the Condition of the Nursing Workforce: U.S. and Virginia to
the Joint Commission on Hedlth Care earlier this year, Dr. P. J. Maddox cited data from the
Nationa Sample Survey of Registered Nurses conducted by the U.S. Bureau of Hedlth
Professions on educationd trends influencing the nursing workforce: decreased enrollments

and graduations, expanding career options, capacity, and aging faculty. According to Dr.
Maddox, the national percentage of registered nurses who are under age 40 has decreased
from 51.3 percent in 1980 to 31.7 percent in 2000. In 2000, only 9.1 percent of nurses were
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under age 30. The average age of employed registered nurseswas 43.3 years. The issue of
an aging workforce is not limited to nurses. The average age of employeesin state mentd
hedlth and mentd retardation facilitiesis now 45 years.

To retain its pool of workers, state facility and community providers must adept & al levels
to agtuation in which workersin generd, and particularly skilled and motivated workers, are
likely to be in short supply. For example, good workers willing to commute to traditiond nine-
to-five jobs will be even harder to keep because there will be so many flextime and home-office
options. Thisisal new, and it requires avery different gpproach to workforce issues. Workforce
2020 suggeststhat: “Perceptive state and local governments will bend over backwards to make
workers fed that they are getting vaue for ther tax dollars, and that it is worthwhile to work.”
(Workforce 2020, page 130) Department employees have said they need to see that their
suggestions and observations are given serious consderation within trestment team meetings,
daff meetings and the like, and that they are generdly trested with dignity and respect. They
indicate that how their supervisors treat them and how they view their potentia for growth are
very important to them and their decisions to remain within the services system.

Because the overdl sze of the workforce is projected to grow dowly, the productivity of
individua workers must rise. Thiswill require technology improvements, better matching of
workforce skillswith consumer needs and acuity levels, and more workforce education on new
treatment modalities and professiondly accepted clinica practices. Workforce training dso isan
important key to employee satisfaction and professional growth. A variety of education and
compensation incentives will be needed to enhance kil levels and retain workersin key hedlth
care occupations, including ot Ste forma education for nurses, hedth care aides, case managers,
and other licensed providers; tuition reimbursement; and grants for off-Ste educationa programs.

The community college system has expressed an interest and willingnessto assgt in this
educationa effort. Further, the utilization within Virginia s publidy-funded services system of
career ladder models that support advancement through the attainment and application of
successively higher levels of competencies will be incressingly important.

In July 2001, the U.S. Department of Hedth and Human Services Office of Minority Hedlth
released nationd standards on Culturally and Linguigticaly Appropriate Services (CLAS) in
hedth care. The CLAS standards are organized by three themes. Culturally Competent Care
(standards 1-3), Language Access Services (standards 4-7), and Organizationa Supports
(standards 8-14). Within this framework, these standards are broken down into three levels of
gtringency: mandates (intended for dl recipients of Federd funds), guiddines, and
recommendations. Thereisafederd mandate to identify the non English languages that are used
by individuals who access hedth and socia services. Services providers must identify the:

€ language needs of each limited English proficient (LEP) dlient,
€ pointsof contact in the organization where language assstance is likely to be needed, and

~

€ avalability of resources and ways to access them in order to provide timely language
assistance.

A multi-agency response to identify and provide trained and competent interpreters and other
language assistance services may be gppropriate and a more efficacious use of resources to ensure
geff traning.
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There are anumber of human resources issues related to the implementation of Virginia's
Early Intervention (Part C) program. Early intervention legidation was enacted by Congressin
1986 as an amendment to the Education of Handicapped Children’s Act (1975) to ensure that al
children with disabilities from birth through the age of three would recaive gppropriate early
intervention services. This amendment formed Part H of the Act, which was re-authorized in
1991 and renamed the Individuals with Disabilities Education Act (IDEA). IDEA was
reauthorized in 1998 and Part H became Part C of the Act. Federal regulations require persons
working in early intervention to meet the highest sandards for their professon or discipline. This
means the highest entry-level academic degree needed for any State-approved or recognized
certification, licensing, regidration or other comparable requirements that apply to the professon
or discipline. Early intervention services must be provided by quaified personnd including:
audiologigts, family therapigts, nurses, nutritionists, occupationa therapists, orientation and
mobility specidigts, physica thergpists, pediatricians and other physicians, psychologists, socid
workers, special educators and speech-language pathologists.

Chalenges abound within the fied of early intervention to continue to address culturd,
linguistic, ethnic, and socioeconomic service ddivery issues, awell-trained work force, with the
most current and up-to-date information on practicesin early intervention, as well as casdoad
numbers and practices for service coordinators and other providers of early intervention entitled
services.

InVirginia, by July 1, 2002, dl personnd working as early intervention personnd must meet
qudified personnel standards.  However, there are early intervention personnel who do not meet
highest requirements of their profession or discipline. For these individuas, atemporary category
has been developed for Early Intervention Generdigts as an emergency measure to alow persons
to continue their employment until 2002 if they were employed in the date' s early intervention
system prior to September 1993.

Significant increases in the number of early intervention personnel are required, especidly in
the areas of pediatric occupationd therapidts, specia ingtructors, physical therapists, and teachers
for infants and toddlers who are hearing impaired. Virginia s Part C system has devel oped the
Early Intervention Assstant (EIA) position to address personnel shortages; increase the diversity
of persons working with infants and toddlers; and increase the consstency of knowledge, kills,
and abilities of early intervention personnd employed across the sate in assstant and
paraprofessona postions. The EIA occupationa category will increase opportunities for
providers to employ family members of children with disabilities and other individuaswith
diverse backgrounds, including persons who are moving from welfare to work. Additiondly, it
will dlow individuas currently practicing as Early Intervention Generaists to complete the EIA
application process, and upon gpprova of their qudifications, to be fully recognized providers of
early intervention sarvices within the limits of the scope of responghilities of an EIA.

Along with the Early Intervention Assistant occupationd category, Virginid s Part C Office
has partnered with the Virginia Department of Education to assure that early intervention
personnel meet a recognized standard even when they might have a non-traditiona educationd
background through technical professona licenses. Personnd employed in the Part C system
who hold appropriate degrees or knowledge, skills, and abilities can be awarded the Collegiate
Professond Licensein Early/Primary Education PreK -3, or Early Childhood Specid Educetion,
or the Technical Professona Licensein Work and Family Studies. Additionaly, tuition
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assistance has been available to early intervention personnel who are enrolled in a collegiate
degree-granting program to achieve one of Virginia s recognized highest dandards. A stipend of
$400 per semester has been granted to approved applicants upon successful completion of the
course and achievement of a specified grade.

Statewide and regiond training has dlowed easy bility to current knowledge and
practice for an array of public and private providers within the early intervention system.
Because training needs for early intervention saff vary across Virginia, the most recent training
events have been hdd regiondly to provide interagency training, including both public and
private providers on:

e theimplementation of the statewide |FSP and Statewide procedurd safeguards forms;

€ naturd environments requirements and implementation of such requirementsin the service
deivery sysem;

(0]

models of using therapists as consultants, and using informa supports with children and
families, and

~

€ interagency training on financid and fiscd issues.

Additiondly, training has been provided on an ongoing basis to physcians and nurses, addressng
the medical community’ srolein identification and referrd of young children to early

intervention, aswell asthe medica provider’s sgnificant role in the evauation and service
delivery sysem for infants and toddlers. Interagency training with the Virginia Department of
Hedth, the Virginia Department of Education, and the Part C Office has been provided, again
regiondly, on the implementation of Universal Newborn Hearing Screening, and on service
delivery issues in meeting the needs of those infants who may be identified with a hearing loss.

Goals, Objectives, and Strategies

Goal: Promotetheattainment of a high quality services system work forcethat is
competent, motivated, and dedicated to providing services and supportsthat
improvethelivesof individualsreceiving mental health, mental r etardation, and
substance abuse services.

Objectives:

1. Establish a methodology or methodologies for forecasting future staffing needsin
community programs and state facilities based on population and education trends.

Strategies:

a.  Assess, in collaboration with gate ingditutions of higher educations, CSBs, and ate
facility staff, potentia approaches for forecagting future staff needs in specific service
areasin FY 2003.

b. Tedt forecasting methodologies that may have applicability for the publicly-funded
mental health, mental retardation, and substance abuse services system in FY 2004.

c. Work with gtate higher education ingtitutions and community colleges to incorporate
gaffing needs projected through the forecasting methodology into their planning.

2. Develop and implement a systemic and integrated response for recruiting difficult-to-fill
positionsin state facilities and publicly-funded community programs.
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Strategies:

a. Completeasurvey in FY 2003 of both the Department and CSBs to determine what
vacancies are the mogt critica and mogt difficult-to-fill.

b. From the survey information, develop and maintain an updated list of advertisement
sources, including newspapers, publications, web sites and related organi zations and
associations, that are mogt effective in atracting candidates who meet entry level
requirements of critical and difficult-to-fill postion vacancies.

c. Survey advertissments of critical and difficult-to-fill vacancies to determine whether
requested qudifications potentialy produce prospective applicants requirements that do
not expand an agpplicant pool.

d. Makerecommendationsin FY 2003 to Sate facilities and CSBs regarding statements of
knowledge, skills, abilities, and persond characteristics (KSAPS) that may be overstated
or may lack or place questionable emphasis on specific years of experience necessary to
assure satisfaction of Equa Opportunity Employer responghilities.

e. Develop and maintain recruitment lists by occupationa groups.

f.  Providetraining and information in FY 2003 to services system providers on cregtive

and nontraditiond drategies for recruiting qudified applicants from minority
communities.

g Identify sate college and university programs and their student alocations thet directly
relate to menta hedth, mentd retardation, and substance abuse service disciplinesin FY
2003.

h.  Work with the State Council on Higher Education and Virginia college and universty
programs to address any shortfalls and needs to expand program offerings to meet future
human resource needs required by the services system.

I.  Promote employment at the Department and CSBs through mass media resources,
including promotional materias that can aso be accessed on agency web Sites.

Develop and implement a systemic and integrated response for identifying and addressing
reasons why services system employees are leaving the workforce.

Strategies:

a. Track theturnover rates of key positionsin state menta health and mentd retardation
facilities to identify trends that may require further andysis and intervention by state
facility and state human resources personndl.

b. Survey the use and results of exit interviews in two pilot sate facilities and two pilot
CSBs (one urban and one rurd) in FY 2003 to determine magjor reasons employees are
leaving employment.

c. Assssthepilot survey experience and results to determine the feasibility and benefits of
expanding exit interview surveysto other sate facilitiesand CSBsin FY 2003.

d. Interview asample of ex-employees asto why they left the Department or the CSB and
develop aplan to address these particular reasonsin FY 2003.

e. Assessthe extent to which Department and salected CSB compensation plans support
retention and report conclusonsin FY 2003.

f.  Review Department and selected CSB current benefit programsin FY 2003 and compare
these programs with comparable private and other public sector employers.
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g Complete on-Stejob audits of critica pogtionsin FY 2003 to determineif the
requirements of the positions are being performed and determine their impact on current
employeesin terms of ther job satisfaction.

h.  Encourage date facilities and CSBs to regularly assess, through employee focus groups
and other opportunities for input, working conditions that may adversdy affect retention
and take steps toward resolution of these conditions.

I.  Survey Department centrd office and state facility managers and supervisorsin FY 2003
to determine their need for in-sarvice training that can postively impact on their working
rel ationships with subordinates.

j- DeveopinFY 2004 and implement a positive public or community relaions program
emphasizing the positive stories and aspects related to services system employees and
the qudity of care they provide to their patients and clients.

4. Avoid over- and underutilizing staff resources by matching employee skills with clinical
service needs and appropriate professional practice guidelines.

Strategies:

a.  Implement a dearinghouse-type effort to disseminate information about sate-of-the-art,
research-based, best practice models, and standards in FY 2004.

b. Include the use of web-based technology and establish linkagesto alibrary of clinica
guidelines and standards, ensuring wide access by providers.

c. Develop the capacity to provide technicd assstancein FY 2004 in establishing and
implementing standardized acuity and work rating sysemsin sate facilities and
community providersfor high volume job dassifications.

d. Conduct awork anadyssin FY 2004 on asample of Sate facilitiesto determine the
match between the facility’ s misson, the scope of practice, the service ddivery mode in
place, and clinica job categories. Encourage CSBs to conduct Smilar anayses.

5. ldentify knowledge, skills and abilities that underlie competent professional practice.
Strategies:
a. Edablish prerequisites for competenciesin each discipline working in the behaviora
hedth fidd in FY 2004.

b. Promote professona development through clinical supervison, and training and
encourage participation in self-improvement activities including membership in
professond organizations, certification, and credentiaing.

c. Encourage exceptiona practice through administration of the State’ s compensation plan.

d. Explorethe feashility of establishing a Center for Nursing Evauation and Research
with one or more university centersfor the purposes of conducting studiesin behaviord
hedth nursing, publishing these findings, and promote the participation of the
professona community in the care of individuas receiving servicesin FY 2005.

6. Take affirmative steps to promote workplace environmentsin which the cultural context of
each employee and individual receiving servicesis valued and supported.

Strategies:
a.  Deveop, in collaboration with public and private services providers, an insrument to
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determine the extent to which Culturaly and Linguisticaly Appropriate Services
(CLAYS) standards are being implemented.

b. Adminiger the instrument and incorporate the findings of this assessment into an
implementation plan in FY 2003.

c. Work with gate facilities and CSBsto identify al languages necessary according to
census data and geographica location and identify what positions are required to be
versed in more than one language.

d. Exploreoptionsfor providing financia incentives to employees who are able to perform
job tasks utilizing more than one language.

e. Incude required language competencies in vacant position advertisements, emphasizing
the provison of servicesto adiverse population of individuas receiving services and the
culturd diversity of the workplace.

f.  Emphasize culturd diversty as part of Sate facility and CSB initid employee
orientation.

g Develop the capacity across the services system to support the expansion of clinicd,
direct care, and adminidrative postions tha are proficient in communicating with
individuals who are deaf or hard-of-hearing, or who have other sensory impairments.

h.  Encourage services providers to attain proficency in communicating with individuas
who are deaf or hard- of-hearing, or who have other sensory impairments either a the
time of initid employment or within a specified period of time through specidized
training and to provide additional compensation to employees with demondtrated
proficiency.

Create opportunities for workforce training, professional growth, and staff development.

Strategies:

a. Devedop mechanigmsto identify the dlinical, supervisory, and management training
needs of state facility and CSB direct care and support staff and advise the Department
on issues rdated to training delivery strategies and training evauation and competency
assessment methods.

b. Onan ongoing bass, implement specidized training programs to improve Sate facility
and community-based public and private provider staff performance.

c. Egablish asysgemwide task force with membership from State facilities and CSBsto
explore rdationships with Virginia colleges and universties, including the establishment
of joint teaching positions and promotion of joint research projectsin FY 2003.

d. Strengthen partnerships with Virginia colleges and universties to offer internships and
on-gte training opportunities for psychiatrists, nurses, occupationd thergpigts, physica
therapists, and speech therapists.

e. Deveop clinica training tracksin FY 2004 for postions that could be taught by state
facility and CSB gaff a locd colleges and universities, ensuring that students are
knowledgeable about the services system.

f.  Develop and maintain Distance Learning Applications using video-teleconferencing
equipment (polycom) in the provision of training at colleges or universties.

g. Partner with the University of Virginia s Indtitute of Law, Psychiatry and Public Policy to
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continue to provide adult and forensic training, possibly through video-teleconferencing.

Continue &ffiliation with George Mason University to offer a certificate program in
Applied Behavior Andysisfor the date facilities and CSBs.

Explore opportunities for interagency training with Hedlth and Human Resources
agencies, CSBs, and private providersin areas of mutud interest, including:

€ Hedth Insurance Portability and Accountability Act (HIPAA);

implementation of human rights regulations;

moddsfor serving individuas with limited English proficiency,

implementation of best practices in areas such as applied behavior andysis,
emergency services, and case managemen;

€ treatment planning; and

€ discharge planning.

Deveop, in partnership with Virginia colleges and universties, web-based training
programs that provide Sate facility and CSB taff in rurd areas access to Continuing
Educetion Credits mandated for professional licenses.

Develop and maintain a centrd repository of human resources development and training
resource materids and information.

Routindy address the training and development needs of Centra Office and tate facility
employees in the Performance Planning and Evaluation process and centraly report this
information for use in the developing training priorities and plans.

D: Od: O

Foster the development of an early intervention work force that meets current practice
guidelinesin early intervention and appropriate caseload numbers.

Strategies:

a

«

Develop and implement Part C in-sarvice training curricula, including short courses,
distance learning programs, regiond traditiona training, and teleconferences for
currently and newly employed personnd.

Develop guidance for early intervention services providers rel ated to adequate and
competitive salaries to ensure retention.

Continue to provide supports such as tuition assstance to assst employed personnel who
do not meet the highest professional standards required by Part C to attain certification,
licensing, or regidration in a Sate-recognized profession.

Implement the early intervention assstant credentia to support the recruitment of
paraprofessionals from awide range of cultural and educational backgrounds and
provide on-the-job and in-sarvice training and recognition of competencies.
Evauate the feasibility of developing policy regarding the conastent use of
paraprofessiondss as service coordinators statewide in FY 2003.

Continue to work with Virginia colleges and universities to integrate various in-service
training modules into pre-service training curriculafor the various professions that work
with early intervention services including occupationa theragpy, physica therapy,
speechlanguage pathology, audiology, early childhood specia education.

Deveop drategies with Virginia colleges and universities to increase the number of
professonds receiving pre-sarvice training to work in early intervention in FY 2003.
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h.  Deveop incentives to recruit minorities to work in early intervention services through
Virginia colleges and universities and through other on-the-job training programs.

CARE UTILIZATION MANAGEMENT TO ASSURE APPROPRIATENESS OF
SERVICES

For individuas receiving publicly-funded mental hedth, mental retardation, and substance
abuse services system, the Department must:

€ Asaure the appropriateness of sarvices provided to specific individuals,

Promote positive outcomes for consumers and their families,

Assure adherence of state facility and community services to professiondly-recognized
clinica practices, and

€ Achieve operaiond market-based efficienciesin service ddlivery and management.

o o

To achieve these god's, the Department will continue to develop interna expertise, processes, and
procedures necessary to improve services system accountability and quality of care. The
Department proposes to continue a variety of existing agency care utilization management efforts
that are designed to:

Improve the quaity of servicesfor consumers;
Ensure consistent access across the state to sarvices,

Implement a centralized consumer and data management system for care management
activities that is able to generate reports to state facilities, CSBs, and contracted providers,
and

Enhance accountability of the services system to consumers, family members, and state and
locdl officids.

The Department aso proposes to work with public and private service providers, consumer and
family representatives, and other stakeholders to develop and assure the implementation of
statewide professiond practice guidelines and performance and outcome measures for services
supported with state-controlled funds.

Long-range condderation might be given to the future incorporation of this care management
functionin the Code of Virginia as a Department responsibility and authorizing the development
of care management regulations that would define authorization procedures for certain services
with respect to qudity of care, consumer satisfaction, and fiscd management. Such regulaions
would assure that the Department’ s care management activities comply with the intent of federd
and voluntary standards for care management.

o o O

(0]

Inpatient Psychiatric Services Utilization M anagement

The Department has been successful in recent yearsin reducing the census of the state mental
hedlth facilitiesin large part through a concerted effort with CSBs to reduce admissions to these
fecilities. In the past two years, admissons to state menta hedlth facilities have been reduced by
40 percent and census by 20 percent.

Despite this improvement, Virginia s sysem of menta hedlth facilities il 1ags behind other
hedth care ddivery sysemsin its ability to manage inpatient service utilization. Effective
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inpatient service utilization hasimplications for care in three critica areas: qudity of care, access
to services, and cogt of care. Longer stays may compromise the quality of service to an individua
by introducing factors such as increased dependency on an inditutiond system. In addition, ina
time when there is consderable demand for available acute beds across Virginia, utilization
management is critical to ensure that beds are available to individuas with the most critical

needs. Findly, longer stays may result in loss of reimbursement if patients are held in units that

are not appropriate to their service intensity needs because of a shortage of needed beds.

Effective inpatient service utilization can be significantly enhanced when a services system
provides a greater range of service intendty options, such as step-down services, that can
gopropriately assst patientsin rehabilitation to adapt to an environment outside of the hospital,
while freeing high demand acute care beds. Such an approach could improve access to needed
acute care beds and improve the gppropriateness of care while reducing service utilization.

The Department funds acute psychiatric care in locd qudified hospitds aswell asin Sae
facilities. Indl cases, CSBsare the sngle point of entry to the public system and public funds.
The Region 1V (Centrd Virginia) Acute Care Project is an example of how these services are
provided. The project began in September 1999 with an overdl god of establishing a
community-based dternative to the provison of acute care in a state menta hospital. 1t uses
collaborative principles and team: centered decision-making that includes Department, CSB, and
date facility representation. An executive steering committee is responsible for the governance
and evauation of the project. A utilization management committee provides operationd
oversght and andyss of utilization trends and the use of resources. A regiond authorization
committee is responsble for dinica oversight, clinical evauation care, and dinicd indicators.
The Department reviews, anadyzes, and provides concurrent review data related to each admission
to the project teams and the Department on monthly, quarterly and annua bases. The use of the
funds is monitored by the Department and reconciled quarterly and annually.

In Region 1V, the acute inpatient lengths of stay have been reduced sgnificantly and more
individuas have able to receive acute care than in prior years. In addition, there has been a
reduction in the number of admissionsto Centra State Hospitad. The CSBs, as the authorizing
agentsin the context of aregiona approach, have demongtrated effectiveness in ensuring access
and improving quality in acute patient care. Project findings suggest that the methodology would
be applicable to other sate facilities aswell asloca private hospitasin other regions. By
decreasing the length of timein acute care, the state facilities could emphasize rehabilitation.
Findly, as the demographics of the publicly-served population are more readily understood,
adjunctive services can be designed to specificaly address care needs of this population.

Management of Targeted Community Fund Pools

The Department has implemented severd initiatives that support the purchase of
individuaized services (POIS) for populations with more severe disabilities, including:

e former patients from state menta hedth facilities whose discharges to the community are
achieved through individudized services plans funded by the discharge assistance project
(DAP),

€ children and adolescents with serious emotiona disturbance who are not mandated to receive
sarvices under the Comprehensive Services Act for Troubled Children and Y outh (CSA) but
who need individualized services,
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€ individudswith menta retardation who are not enrolled in the Medicaid menta retardation
home and community- based waiver, but who still need services ddlivered through
individudized plans of care, and

individuads with menta retardation who are enrolled in the Medicaid mentd retardation
home and community-based waiver.

Theseinitiatives are funded differently than traditiona grant-funded services. While Sate
generd fundsfor these initiatives are ill disbursed to CSBs prospectively on a semi-monthly
bas's, the use of these funds is managed through the review and gpprova of individudized
sarvices plans (1SPs) or plans of care (POC), utilization reviews of samples of those ISPs or
POCs, and monthly reporting by the CSBs on these initiatives.

The Department’ s Office of Mental Hedlth Services manages the DAP initiative. Within
dlocations of DAP fundsto amogt al CSBs (36 out of 40), CSBs develop 1SPsfor individuds
who have been determined to be clinicaly ready for discharge from state menta hedth facilities.
These plans are reviewed and approved by the Department, and CSBs use funds from their
dlocations to implement the plans. CSBs submit automated monthly individua and aggregate
utilization reports on approved | SPsto the Office. Utilization of funds and ddlivery of services
are monitored by the Office through these reports, and Department staff may conduct utilization
reviews on some |SPs. CSBs are able, within their dlocations, to reprogram funds if the cogts of
approved |1SPs are less than projected, S0 that additiond individuas may be discharged. The
separate Discharge Assstance Project agreements that previoudy existed between the
Department and individual CSBs were incorporated into the community services performance
contractsin FY 2002.

The Department’ s Office of Health and Quality Care manages the child and adolescent
purchase of individudized sarvicesinitiativein asimilar fashion. All CSBs receive dlocations of
date funds to serve children and adolescents with serious emotiond disturbances who are not
mandated to receive services under the CSA. Within those dlocations, CSBs develop |SPs for
these individuals and submit them to the Department for review and gpproval. CSBsthen
implement these | SPs, using funds from their alocations. CSBs submit automated monthly
individua and aggregete utilization reports on gpproved |SPsto the Office. Utilization of funds
and delivery of services are monitored by the Office through these reports, and Department staff
may conduct on-gte utilization reviews on some | SPs.

The Department’ s Office of Menta Retardation Services manages the non MR Waiver POIS
initigtive the sameway. All CSBsreceive dlocations of gate fundsto serve individuas with
menta retardation who need individudized services, but who are not enrolled in the Medicaid
Mental Retardation Home and Community-Based Waiver. Individudized plans of care (POC)
are developed by the CSBs and preauthorized by the Department. Once these plans are approved,
CSBsimplement them, using funds from ther dlocations. CSBs submit automated monthly
individual and aggregate utilization reports on approved POCs to the Office. Utilization of funds
and ddivery of services are monitored by the Office through these reports, and Office staff may
conduct utilization reviews on some plans of care.

For dl three of these initiatives, the Department’ s Office of Grants Management confirms
that the funding requested for an individualized services plan or plan of careis available within
the CSB’ s dloceation of state funds prior to the managing office’ s gpprovd of the ISP or plan of

(0]
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care. Once an ISP or POC isimplemented, the Office of Grants Management monitors the
expenditure of funds againg the alocation and baances of remaining funds through automated
Spreadsheets, using information submitted by the CSBsin their monthly reports. Datais collected
a theindividua consumer level and at the aggregate level. Summary dlocation and utilizetion
information is digtributed to the managing offices on amonthly bass. The Department performs
mid-year and year-end reconciliations, comparing expenditures with dlocations for these
initiatives and identifying baances of unexpended funds

Thus, through these purchase of individuaized services initiatives, the Department has
implemented, on alimited basis, some of aspects of the managed system of care proposa
contained in the 2000 - 2006 Comprehensive State Plan. This has allowed the Department to
adopt and adapt those aspects of care management that will have the greatest impact on serving
clearly identified subsets of some priority populations without incurring the significant costs often
associated with managed care technol ogy.

Medicaid MR Waiver Preauthorization

The Department’ s Office of Mentd Retardation Services administers severd critical
functionsin delivery of Medicad MR Home and Community-based Waiver (MR Waiver)
sarvices, one of which involves the preauthorization of al waiver services. The preauthorization
function has evolved as the interagency responsihilities of the Department and the Department of
Medical Assistance Services (DMAS) have changed. However, the Department’s
preauthorization consultants have consistently reviewed each waiver recipient’s socia assessment
and supporting digibility documentation. The preauthorization consultants, each of whomisa
Qudified Mentd Retardation Professona (QMRP), aso review the clinical appropriateness of
al sarvicesincluded in each recipient’s Consumer Services Plan.

During 2001, these preauthorization duties increased to require that al increasesin services
be evaluated by a higher sandard, meaning that additional services or additiond units of aready
approved services must be necessary to support the health and safety of the consumer and that
documentation must be submitted to substantiate that need. Additiondly, the preauthorization
consultants were required to determine the overall cost of the plan and to report any increases
authorized to DMAS.

The U.S. Centers for Medicaid and Medicare Services (CMS), formerly the Health Care
Financing Adminigtration (HCFA), has increased scrutiny of Waiver services in most states,
including Virginia. Its concerns are focused primarily on the qudity of care and particularly the
medica and psychiatric needs of consumers receiving services. States have generdly been
required to intensify oversight of consumer health and safety in a number of areas, with one area
being amore dinicd, multi-disciplinary gpproach to the assessment and approva process.

The“Draft Assessment Report: Virginia Medicaid Program: Home and Community-Based
Waiver Services. Waiver for the Mentally Retarded,” released by HCFA (now CMS) states that
“Virginiamust augment its saff charged with oversight of the waiver program with individuds
who can identify and resolve medical and nursing issues associated with the population served
under the Waiver.” The recommendation, combined with severd others related to consumer’s
health and medication management, will require that both assessment teams at the CSB leve and
preauthorization saff at the sate leve pay closer attention to the clinical and medica
appropriateness of services authorized.
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A new MR Waiver was submitted and approved for Virginia. Implementation of the new
MR Waiver will beginin thefdl of 2001. While the new MR Waiver offers many of the same
sarvices and some new ones, the need for developing greater quality assurance measures remains.

Goal:

Goals, Objectives, and Strategies
I mplement utilization management appr oachesthat will improvequality and access

to care.

Objectives:
1. Improve the utilization management practicesin the state mental health facility system.

Strategies:

a

Implement admission criteriain FY 2003 and continued Stay criteriain FY 2004 in
hospital programs that incorporate medica criteria such as severity of illnessand
intensity of service requirements and are based on accepted industry-wide standards.

Implement requirements for daily progress note entries on acute hospital units that
document both the severity of illness and intengity of servicesin support of continuation
on the acute unit for another 24 hours, consstent with the standard that is used for
utilization review by third party payers.

Establish amechanism to hold trestment teamsin al gate facilities accountable for non
certified days when the progress notes or clinica record do not document intengity of
service need or severity of illness need.

Update uniform procedures for reviewing and reporting utilization data to the Medica
Director of Hedlth and Qudity Care.

2. Improve the quality of care by improving the timeliness with which assessments,
treatments, and services are provided to patientsin state mental health facilities.

Strategies:

a

Implement requirementsin FY 2004 that base continued certification for hospital stay on
medica necessity rather than on a predetermined number of daysin the hospital or by
average length of stay for diagnosisfor thet facility.

Develop practice protocolsin FY 2005 to reduce the time frame for completion of the
comprehensive trestment plan from seven to three cendar days.

3. Examinethe need for additional optionsfor service intensity in state mental health facility
programs below the acute level.

Strategies:
a.  Study the advantages and disadvantages of various models of sub-acute programs based
on the experiences of other public menta hedth systems.
b. Study the feasbility of providing sub-acute services in unused ate facility space,
including an examination of the fiscd and regulatory implications of such actionin FY
2004.
c. Prepare recommendations for consideration by the Commissioner in FY 2004.
Goal: Promoteregional utilization management of community-based acutepsychiaric
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services.

Objectives:
1. Continueto improve existing regional utilization management activities.
Strategies:
a.  Providetraining and education to CSB gaff on the utilization of clinicd criteria
b. Monitor and evaluate data on utilization of services and trends associated with those
services.
c. Monitor and evauate contractor performance.
d. Providetechnica assistance to contractorsin the implementation of services.
e. Implement new adjunctive services as they are identified.
Goal: Maintain and enhance the Department’s capacity to manage utilization of the
purchase of individualized servicesinitiative funds.
Objectives:

1. Maintain and refine the current management processes that enable managing offices to
identify opportunities to utilize resources more effectively and completely.

Strategies:

a

Goal:

Automate preauthorization and utilization review functions, as the Department
implements the virtud priveate network, so that they occur onlinein red time.

Develop internd data bases and reports, based on utilization review and financid
reports, that will enable these offices to manage the utilization of POIS services when
problems are identified.

Use thisinformation and these processes to enable managing offices to transfer
resourcesin exceptiona circumstances, when there are repeated and unremediated
problems with effective and efficient use of these resources.

Wherever possible, target the adlocation of new resources for individualized services and
supports, with clearly defined specific outcomes associated with al new funds, and hold
providers accountable for these outcomes.

Improve oversight of MR Waiver recipient health and safety through a more
clinical, multi-disciplinary approach totheassessment and plan of careapproval
process.

Objectives:
1. Continueto enhance MR Waiver preauthorization activities.

Strategies:

a

Review, in collaboration with DMAS, current quality assurance measures and practices
to assure compliance with guidelinesissued by CMS during FY 2002 and FY 2003.

Based upon this review, implement changes in the preauthorization process.

Provide training and technical support to providers around the State to enhance
gopropriate clinical interventions for MR Waiver recipients & the local leve.
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SYSTEM DESIGN AND INTEGRATION

Systemic I mplications of Movement to a Market-Driven System with Expanded Use of
Private Providers

Provider Development

Two of the over-arching and inter-related vaues of the publicly-funded menta hedth, menta
retardation, and substance abuse services system are increasing choices for consumers and
expanding opportunities for the private sector to provide services. Private provider participation
in the services system has grown dramatically over the last four years. Two mgjor factors
influencing this growth have been sgnificant increases in sate-funded support for services, one
of the Gilmore Adminidration’s priorities, and especidly the rapid expanson of Medicad MR
Home and Community-Based Waiver (MR Waiver) services.

Despite this sgnificant expangon, two limiting phenomena have been goparent in this
process. the absence of private providersin certain parts of the state and the need for private
providersto offer more of particular types of services. For example, there are very few private
providersin many rurd partsof Virginia. Similarly, only afew providers offer community-based
intermediate care facility servicesfor individuas with menta retardation. Also, some of the
newer and smaller providers have experienced difficulties in establishing sound operaionsin the
rush to seize opportunities to offer scarce and greetly needed services. This has been evident with
some new vendors of MR Walver residentia services.

Consequently, the development of private providers needs to be fostered and supported in
various parts of the state. Thisincludes encouraging existing private providers to expand their
operations to other parts of the Sate, to begin offering other services, and to increase their current
capacities. Thisdso includes offering incentives to promote the development of new private
providers. Theseinitiatives should bejoint efforts by the Department and the CSBs, working
closdly with the private provider community.

Conditions Affecting Private Provider Participation

A number of conditions have limited or reduced private provider participation in the
publidy-funded menta health, menta retardation, and substance abuse services system.

~

€ Medicad State Plan Option and MR Waiver reimbursement rates, for the most part, have not
been adjusted in over 10 years. In some areas of the state, Medicaid fees reportedly do not
cover the cost of providing services, consequently, private providers are not able to offer
those services on an economicaly sustainable basis.

(0]

Third party insurance coverage for services has decreased with the shift to managed health
care, in terms of services covered and the amounts of sarvices alowed.

(0%

A dgnificant proportion of consumers either have little or inadequate health insurance
coverage or may be unaware of available hedth benefits.

Information about potentia private providers may not be readily available to CSBswhen
thelr gaffs are developing individualized services plans.

(0]

0%

Information about how to participate in the public sector may not be easy to obtain for
private providers.
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(0%

Thereis perceived or actua resistance a some CSBs to expanding opportunities for private
providers. Instead, these CSBs continue to funndl existing and new resources into their own
direct operations.

(0%

Thereisapercelved or actua resistance by some private providersto serving CSB
consumers, because of the severity of their disabilities or misunderstandings about effective
trestment modalities.

(0%

Market forces have led to shiftsin private sector service provision, despite the obvious and
sgnificant public sector needs for particular services. A clear and immediate example of this
condition isthe marked reduction in loca private psychiatric inpatient hospitd beds available
to CSBs and the Department. Thisis a statewide phenomenon. Some providers have ceased
offering this service due to inadequate reimbursement rates; others have converted their
inpatient beds to other uses, such as Comprehensive Services Act residentia beds, which
may be less codtly to operate and more easily rembursable.

(0%

Like public providers, the private sector is experiencing increasing difficultiesin recruiting
and retaining qudified gaff, incdluding professonds, such as nurses and other clinica steff,
and para-professonds, such as resdentia aides and personal care staff.

(0%

The large capital cost sometimes associated with the implementation of new services,
particularly resdentia services, may inhibit private sector participation.

FHnally, the significant gart up costs, such as saff recruitment and training, equipment
purchases, acquisition of space, and operating at less than full capacity during ramp up that
are often required to initiate a new service may make it difficult for smaler providersto do
90, limiting their participation in the publidy-funded services system.

(0]

Care Coordination

Care coordination has always been an essentia, core function and responsibility of CSBs,
which serve as the sngle points of entry into the publidy-funded mentd hedth, mentd
retardation, and substance abuse services system. The Report on the Roles and Responsibilities of
Community Services Boards for the Provision of Care Coordination, Case Management, and
Servicesto Individuals with Mental Disabilities (December 15, 2000) discusses care coordination
in depth and offers recommendations on enhancing this function. Care coordination is becoming
even more important to ensuring that consumers receive the services that they need, with the
proliferation of private providers, the fragmentation of the services system that has occurred in
some areas with the advent of managed physica hedlth care, and the erosion of third party
coverage for services. The increased emphasis on CSB predischarge planning, described
elsawhere in this Comprehensive Plan is a clear example of efforts to enhance and systematize
criticad care management functions of the CSBs.

Oversight of Services Not Funded by the Department

While CSBs are the single points of entry into the publicly-funded services system, many of
the services that their consumers receive are not funded by the Department or the CSBs. A prime
example of this Stuation isthe MR Home and Community-Based Waiver. More than haf of the
services funded through the Waiver are offered by private providersthat often have little or no
contact or clear relationship with CSBs. Additiondly, it is often difficult for CSBs to monitor
and oversee care and services provided to consumers by asssted living facilities (ALFs), since
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ALFsare not licensed or funded by the Department and are not funded by CSBs. Another
exampleis vocationa or employment services that CSB consumers may be receiving, but which
are funded by another agency, such as the Department of Rehabilitative Services. In many of
these Stuations, when the service is not funded or licensed by the Department or funded by the
CSB, human rights and licensing protections are not available to consumers in those services.

Relationshipswith Other Systems Providing Servicesor Supports

The vaues and principles for policy articulated by the Secretary of Hedlth and Human
Resourcesinclude: “ Boosting the individual’ s independence and self-sufficiency and
discouraging dependency and entitlement.” The Hammond Commission on Community Services
and Inpatient Care, in its 1998 interim report, emphasized, anong other shared vaues.

“ collaboration among the people served, their families and advocates, care providers, payers,
and federal, state and local governments; community services to enable people with mental
disabilities to lead independent lives in a community; and, public-private partnerships.”

These principles and vaues form the foundation of and are embodied in the Department’s
collaborative linkages, partnerships and activities with the Department of Housing and
Community Development (DHCD), Department of Rehabilitative Services (DRS), the
Department of Medica Assistance Services (DMAYS), the Department of Socia Services (DSS),
the Department for the Visudly Handicapped (DVH), the Department for the Deaf and Hard of
Hearing (DDHH), the Department of Education (DOE), the Virginia Employment Commisson
(VEC), the Department for the Rights of Virginians with Disabilities (DRVD), the Virginia
Housing Development Authority (VHDA), consumers, family members, advocates, and public
and private providers to enhance consumers access to medica services, housing, primary hedlth
care, and employment services. Following are descriptions of mgor interagency collaborative
activities
Medicaid

In 1990, the Generad Assembly directed the Department of Medical Assistance Services
(DMAYS), in cooperation with the Department, to develop and submit to the federd Hedth Care
Financing Administration (HCFA) for gpprova:

e A mentd retardation home and community-based waiver as an dterndive to ingtitutiond
placements, and

e Amendmentsto the State Medicad Assstance Plan to provide Medicaid coverage for existing
and expanded community services to persons with mentd disabilities who need
individualized services but not an inditutiond leve of care (State Plan Option Services).

The Appropriation Act further directed that, upon approva of the waiver and amendments,
al CSBswould participate in these programs to assure continued funding of state-supported
services. The 1990 Appropriation Act also required that the Department reduce the state genera
fund appropriation for CSBs by $12 million in FY 1991, replacing these Sate generd funds with
federal Medicaid dollars. The origind state genera fund Medicaid match for covered State Plan
Option and MR Waiver services was taken from the Department’ s appropriation and transferred
to the DMAS appropriation. This practice, which differs from how matching funds are provided
for other Medicaid- covered servicesin Virginia, continued until July 1, 2001. Now, these
matching funds are provided in the DMAS appropriation. Today, al 40 CSBs participate in the
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MR Waiver and provide services covered under the State Plan Option.

Following HCFA approval, the State Medical Assistance Plan was amended to cover specific
mental health and mentd retardation services. Covered menta hedth community services
indude intensve in-home services for children and adolescents, thergpeutic day trestment for
children and adolescents, day trestment/partid hospitalization, psychosocia rehabilitation, crisis
intervention, case management, intensive community treetment, criss stabilization, and menta
hedlth support services. Community menta retardation services covered under the MR Waiver
include residentia support, day support, supported employment, persona assistance, respite care,
environmenta modification, nursing services, assigtive technology, therapeutic consultation, and
crigs gabilization. Mentd retardation case management services are covered under the State
Plan Option. The 1990 Appropriation Act identified substance abuse targeted case management,
day support, methadone detoxification, and methadone maintenance to be added. However, no
substance abuse services were added until the 1997 amendments. Then, substance abuse
resdentia and day treatment services for pregnant and postpartum women were added.

The 1998 Appropriation Act required the Department and DMAS to study the potentia
expansion of Medicaid coverage for substance abuse services. This study described severd other
states= use of Medicaid to help cover the cost of providing specific substance abuse services,
including crigis intervention, case management, hospital-based and non-hospital detoxification,
outpatient, day treatment, methadone, and residentia services. It provided specific estimates from
William M. Mercer, Inc., anationd actuarid firm with experience in this area, on the potentid
cost of providing Medicaid coverage for certain substance abuse services.

The 2000 General Assembly added matching funds to DMAS to provide additiona substance
abuse sarvices. However, given the ensuing budget Situation, the status of these matching funds
isunclear. To date, DMAS has not promulgated regulations for these services. When regulations
are promulgated, Department staff will be available to provide assstance in developing provider
manuas, establishing rates, and other related implementation tasks. The same budget amendment
required the Department to propose amode for tracking cost savings produced by using
Medicad funding (See Medicaid Coverage for Substance Abuse Treatment: A Process for
Evaluating Cost Benefits and Cost Offsets, October, 2000). Thefirst report is dueto the
Governor in the summer of 2003 0 that the information would be available to assst budget
development for 2004. However, if regulations are not promulgated in time to provide services
during the year, the report will focus exclusively on substance abuse services to pregnant and
postpartum women.

The 2000 Generd Assembly aso approved budget language transferring responsibility,
effective July 1, 2000, for locating and managing MR Waiver match money, aswell as
maintenance of the ligt of those waiting for MR Waiver services from the CSBsto DMAS. A
joint emergency review committee comprised of Department and DMAS staff was established as
avehicle to bring new consumers onto Waiver. The agencies aso heightened scrutiny for hedth
and safety judtification for requested enhancements to existing Waiver plans of care.

While DMAS remains the single state agency responsible to the U.S. Centers for Medicare
and Medicaid Services (CMS) for oversight of al Medicaid-funded services, the Department
playsacritica rolein provider development, education and training of providers, and
preauthorization of Walver services. To an increasing degree, the Department is an integral
partner in developing quaity assurance mesasures and provider oversight. In accordance with an
interagency agreement, the partnership between DMAS and the Department related to the
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adminigtration of the MR Waiver is intended to assure that:

~

€ recipients of Medicaid-reimbursed community-based menta retardation services meet
digibility requirements;
providers are aware of standards, regulations, and policies governing their operation;

(0]

(0%

providers are afforded opportunities to receive information regarding program expectations,

0%

Virginiais proactive in assuring thet the ddivery of Medicaid-reimbursed community-based
sarvices are consstent with CM S expectations; and

(0%

Medicaid-reimbursed community-based mentd retardation services are appropriate for
upporting Virginia resdents in community living.

Inthefdl of 2000, an MR Waiver Task Force, comprised of consumers and family members,
CSBs, private providers, advocates and representatives of DMAS and the Department, was
convened to identify desired modificationsin the Waiver in preparation for the development of a
new MR Waiver gpplication to CMS. Asaresult, application was madein April 2001 to CMS
for adightly modified Waiver, with the intent of making more sgnificant changesin the form of
amodification to the gpplication in the future. An updated MR Community Service Manua
(based on the exigting gpplication and regulations) was disseminated in May 2001. Training on
the content of changesin this manua was conducted in advance in thefal of 2000. The
Department is continuing to work with DMAS to develop regulations and a policy manua to be
based on the CM S-approved application.

One mgor change in the new Waiver that came asaresult of CMS s recommendations from
their 1999 audit is the phasing out of DSS licensed asssted living facilities (ALFs) as providers
of congregate residential support services. The Department’ s Offices of Mental Retardation
Services, Licenang, and Human Rights conducted joint training around the tate in August 2001
to prepare these providers for the change. All three offices will continue to work with these
providers over the course of the next year to effect a smooth trangtion for MR Waiver consumers
by September 15, 2002. At that point, any ALFs providing congregate resdential support
services will be licensed by the Department.

During FY 2001, aworkgroup convened by DMAS met to recommend revisions and
improvement to the Medicaid regulations and the provider manua for community menta hedlth
rehabilitation services. The workgroup included Department and DMAS staff, CSB and private
provider representatives, and consumer and family advocates. This group achieved consensus on
numerous substantive changes to the regulations and provider manud that should make the
services more accessible, flexible, and appropriate for Medicad recipients. While this activity
did not increase the number of servicesthat are part of the benefit package, the resulting changes
were respongive to the concerns and issues brought by the workgroup. The workgroup will
reconvene to consider changes to the regulations and provider manua for mental hedlth case
management Services.

Higtoricaly, Virginia has not taken advantage of opportunities used by many other statesto
offsat gate revenues and maximize options available under the Medicaid program to expand
critically needed services that could be covered under Medicaid.  Although Virginiahas
increased the number of covered mental health and mental retardation services and has added a
limited number of substance abuse services, Medicaid coverage could be expanded for certain
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mental hedlth services that are elther currently supported in large part with state genera funds or
are provided at ahigher cost in state mentd hedlth facilities. Two potentia areas to expand
Medicad coverage follow.

€ Programs of Assertive Treatment (PACT) teams, which provide intensive trestment,
rehabilitation, and support services that reduce state hospitd utilization. A number of States
cover PACT teamsin their State Medical Assistance Plans as adiscrete service and CMS
recently sent aletter to al State Medicaid directors encouraging them to consider this option.
Asthese teams are implemented, additiona state savings would be redlized through reduced
date hospitd utilization. Virginia s experience with the existing PACT teams documents
sgnificant decreasesin Sate facility bed utilization.

Gero-psychiatric Residentia Services, which provide speciaized, post-acute psychiatric care
for dderly individuas and adults with serious mentd illnesses. Currently, these individuas
remain in sate hospitals even after they are sabilized because they require aleved of services
that is beyond the capacity of nursng homesto provide. Asthese specidized programs are
implemented, Sate savings would be redized through reduced state hospita utilization.

Additionaly, DMAS could provide additiona state generd funds for match to increase
access to existing Medicaid menta health services for children and adolescents with serious
emotiond disturbance, particularly intensive in-home services, residentia treatment services,
treatment foster care, and acute psychiatric services. In-home services are designed to prevent
family crises by providing crigs trestment, individua and family counsdling, case management,
and 24-hour per day emergency response. Residential trestment services and treatment foster
care prevent hospitaization by providing the least redtrictive treetment within asmal group or
family setting. Condderation might o be given to potential future Medicaid service expansion
for this population in areas such as crigs Sabilization, respite care, family support, and case
managemen.

Recognizing the importance of Medicaid funding for arange of current and potentia menta
hedlth, mental retardation, and substance abuse services, the Department and DMAS need to
work closely together to:

(0]

~

e Complete current initiatives to implement the new MR Waiver and expand covered substance
abuse sarvices, and

€ Explore additiona ways to maximize opportunities to redize cost savingsto the
Commonwedlth by expanding federa funding for community mental hedth, mentd
retardation, and substance abuse services.

Both the Department and DMAS need to give priority atention to developing a plan and seeking
funding necessary for the phased introduction of new MR Waiver dotsin order to respond to the
sarvice needs of individuas who are currently on the Waver waiting lists for services.

Successful implementation of the new MR Waiver and expanson of MR Waiver dotswill
depend upon the availability of willing services providers. Community providers are finding that
current Medicaid reimbursement rates are not adequate to meet their capital and labor codts.
These providers are finding it increasingly difficult to recruit and retain qudified gaff. The
Department and DMAS need to work together to ensure that current Medicaid reimbursement
rates for MR Waiver and State Plan Option services reflect the actua costs of doing business.
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Social Services

The Personal Responsibility and Work Opportunity Reconciliation Act (PRWORA) of 1996
brought profound changes to federa welfare policy making welfare ass stance temporary and
employment thegod. At the nationd level, substance abuse and dependence were recognized as
magor barriers to obtaining and maintaining employment among “hard-to-employ” Temporary
Assistance to Needy Families (TANF) recipients. As part of welfare reform, states have been
strongly encouraged to develop comprehensive and innovative agpproaches to providing substance
abuse services for their TANF recipients through partnerships with other agencies and the flexible
use of federal and state funds.

The Department’ s Office of Substance Abuse Services has entered into an agreement with
the Department of Socid Services (DSS) and the Department of Rehabilitative Services (DRS) to
provide services that promote the long term well-being and employment needs of “hard to
employ” TANF recipients with an identified substance abuse problem or menta hedth disability.

Three CSBs (Richmond Behaviord Hedlth Authority, Blue Ridge Behaviord Hedth and Norfolk
CSB) were selected through a competitive process to provide family- centered, community-based
substance abuse assessment and referra services and linkages to employment services on-Site at
their loca departments of socid service. The specific Strategies of this project are to:

(0%

Identify TANF recipients with substance abuse or mental hedlth problems;

(0%

Promote treatment and recovery services, dong with speciaized employment services, for
TANF recipients;

(0]

Provide wraparound support servicesto individuas and their families;

(0%

Facilitate access to substance abuse and mental health trestment and services through
cregtive linkages and partnerships, and

Combine wefare reform’s “work firs” srategy with the flexible use of policy to support
substance abuse treatment.

(0]

Housing

In an ongoing effort to promote, enhance, and develop housing opportunities for individuas
receiving menta heglth and substance abuse services, the Department has maintained
collaborative linkages, partnerships and activities with the Virginia Housng Development
Authority (VHDA), the Department of Housing and Community Development (DHCD), the
Virginia Interagency Action Council on Homelessness (VIACH), the VirginiaHousing Study
Commisson, CSBs, and public and private housing providers.

There are two primary barriers to the provison of housing for adults with mentd disabilities:
availability and affordability. The 2000 “ Study of Funding for Housing Serving People with
Disahilities’ (Senate Document No. 12) reports that people with disabilitiesin Virginia
experience difficulties in finding decent, affordable housing. Often, suitable housing is not
available where consumers want to live. In mogt areas, housing assstance is unavailable or
waiting ligts are too long.

In 2001, DHCD and VHDA held a series of housing forums across Virginiato solicit public
input on current housing needs in each region of Virginia. Representatives from CSBs were
present at most forums and provided important feedback about the housing needs of their
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consumers. These forums were conducted as part of a housing needs assessment project that the
two agencies are carrying out under the direction of the Secretary of Commerce and Trade. In
every regiond forum, participants cited alack of affordable housing; increased demand for

specid needs housing; and a need for education at the consumer, provider, and community level.

Virginians with disabilities who receive only Supplementa Security Income (SSl) are
virtualy excluded from the regular rental market of decent, safe housing because of cost. Since
1998, housing cogtsin Virginia have increased 17.2 percent while SSI incomein Virginia has
increased only 3.6 percent. The HUD Fair Market Rental (FMR) for a one-bedroom unit ranges
from alow of $365 in the southern and western Virginiato a high of $735 per month in northern
Virginia Affordable housing is generadly defined as housing codts that are at or below 30 percent
of gross household income. However, for people on SSI, who receive $530 per month, a one-
bedroom unit & FMR costs between 69 percent and 139 percent of monthly incomein Virginia

The lack of affordable housing has been cited as the primary cause of homdessnessin the
U.S. Poor people who have amenta disability are at increased risk for homelessness. The number
of Virginians with serious mentd illnesses estimated to be homeess or at risk of homedessnessis
between 12,000 and 20,000. This estimate is based on studies that project between 5 percent
(Task Force on Homelessness, 1992) and 8.4 percent (Culhane, 1997) of adults with serious
menta illness will become homeess each year. This population is often disengaged from mentd
hedlth services and in great need of housing and support services.

The Department administers the federd Projects in Assistance for Trangtion from
Home essness (PATH) program, which funds outreach and engagement services for persons who
are homeless and have serious mentd illnessin 18 sites acrossthe sate. In FY 2001, Virginia
was awarded $743,000 in PATH funds. While some housing services, such as one-time rentd
assistance and help in locating housing, are dligible PATH expenses, the focus of PATH services
continues to be on outreach and engagement with mental hedlth services. In spite of sgnificant
match provided by project agencies, PATH services are only able to reach gpproximately 65-70
percent of the estimated population in need of services.

While thereis arecognized and growing need for intensve and supervised housing options,
most consumers need supportive housing rather than intensive or supervised residentia services.
These consumers are able and prefer to live independently in exigting community housing,
provided that they are able to access an array of community-based services. A recent study of the
impact of supportive housing programs for persons who were homeless and had serious menta
illness reveded that people placed in supportive housing programs in the sample experienced
marked reductions in shelter use, hospitdizations, length of stlay when re-hospitdized, and
incarceration. Further, the cost of the supported housing programs was dmost entirely offset by
the savings redlized in the reductions noted. (Culhane, D. Metreaux, S. and Hadley, T.)

Oxford Housg, Inc., is anetwork of self-run, sdf-supported recovery houses. Thissystem
fosters democraticaly-run group housing where individuds are able to live a clean and sober
lifestyle in a safe and affordable environment. When an individud is accepted into the house,
there is no time limit on how long he or she can live there, but use of dcohal or drugs or non
payment of rent will result in expulson. Presently there are 44 Oxford Housesin Virginiawith a
total of 374 beds, 304 for men and 70 for women. Oxford House, Inc., has contracted with the
Commonwedth to provide loan management and technica assstance to Oxford Housesin
Virginia. Oxford House provides this service to other states aswell. The expectation is that the
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Commonwedlth of Virginiawill continue to contract with Oxford House, Inc., or another
contractor, to continue the provison of providing housing, for personsin recovery, statewide.

State and locdl efforts are being made to provide affordable housing for people with
disabilities. In FY 1999 and FY 2000, the Governor and Genera Assembly provided $6.5 million
annudly for menta health resdentia and support services, of which CSBs budgeted 32 percent
for discharged patients and 21 percent for rental assstance. An additional $1.4 million was added
in FY 2001, of which 23 percent was budgeted for rental assistance.

In FY 2000, 40 percent of VHDA Section 8 participants and 25 percent of loca Public
Housing Authority program participants were disabled. Increased levels of production of new
affordable rentd units through the Low Income Housing Tax Credit (LIHTC) Program are
resulting in new renta housing units throughout the Sate.

Primary Health Care

There are now anumber of published studies that show that people with serious menta
illness have higher rates of physica disahility, sgnificantly poorer hedth, and higher mortdity
rates than the generd population. Thisisduein part to low income, alack of hedth insurance,
and the lack of accessto adequate primary hedlth care. The Virginia Primary Care Association
defines access as the opportunity to receive the services of generd practice physicians (family
practice, interna medicine, pediatricians) or other primary care providers, such as nurse
practitioners or physician’s assstants, and services such aslab tests, x-rays, and medications.

Although the relationship between mentd illness, physical health and disability, and poverty
are not clearly understood, research shows that poverty and the lack of accessto primary hedlth
care are Sgnificant factorsin both poor hedth and menta illness (Mauksch et d, 2001). The
pictureis further complicated by the lack of understanding of the specid needs of this population
among many primary care physicians. Such needs may include spending more time with the
person to hep him undergtand the treatment regime, enlisting the help of afamily member or
friend of the patient, referrals to socid service agencies to provide for trangportation for clinic
vidits, and referrals to nutritionists and other speciaists to improve the person’s hedth behaviors.

Thisinability to recognize the specid needs of persons with serious mentd illness may lead to
further impairments, increased use of medical services, and higher costs (Golomb, et a, 2000).

The literature shows that when persons with mentd illness are given choices about the
service ddlivery models they prefer, they consstently choose a modd that provides for ongoing
collaborative care between primary care and menta health providers. Collaborative care includes
the following key dements (White, 1997).

e Close proximity between the primary care physician and the menta health provider is critica
to improved care. Close proximity, even one day aweek, alows practitioners to
communicate and integrate their care strategies, and it reduces the transportation burden that
creates barriers to access for many people with mentd illness.

(0%

Egtablishing relationships between primary care physicians and menta hedlth providersis
key to fostering collaborative working relationships. Referrd's and ongoing communication
are more likely to occur among providers who know each other and have established a
positive working relationship. Service systems and physician leaders can promote such
relationships through professona organizations, by sponsoring training programs that are of

(0]
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interest to both groups, and by creating opportunities that facilitate such relationships, for
example through joint faculty gppointments and psychiatric residency placements for medica
students.

(0]

Sharing records, with the consent of individuals recaiving trestment, facilitates collaboration.
When primary care physicians and psychiatrists both have access to records, there can be
more congstency in treatment. This, of course, isfacilitated when both practitioners are
located in close proximity to each other, preferably in the same building.

In many areas of Virginia, the most sgnificant barrier to primary hedth careisthe lack of
providersin the individud’s community. The Virginia Primary Care Asociaion is devoted to
improving access to primary care by increasing the number of practitionersin underserved areas
of the gate. One of the gods of their Campaign for 100% Access and Zero Health Disparitiesis
to provide primary care to uninsured citizens of the Commonwedth within a reasonable travel
distance. They do so through their Scepter program, which places medica students and other
primary health care professond students in Community Health Centers for two to six week
rotations; through organized recruitment efforts;, and by working with communities to develop
solutions for improving access.

Accessing primary hedlth careis a problem for people with mental retardation of al agesas
evidenced by the Surgeon Generd’ s recent efforts to promote study of and develop action stepsin
response to thisissue. Some access issuesinvolve the inability of people with mental retardation
to communicate pain, symptoms or emotions through verba channels, only through behaviors.
Primary care medical practitioners are not educated in how to understand or treet people who
cannot articulate symptoms or source of their pain or iliness. Asthelikelihood of physica and
cognitive complications increase with age, the need for primary care practitioners will increase
equaly. They may require the assistance of professonasin the field of menta retardation to
help them digtinguish between chalenging behaviors that are the individud’ s only means of
communicating pain or dissatisfaction versus a manifestation of psychoss.

According to aMay 2000 (Columbia University, National Center on Addiction and
Substance Abuse-CASA) survey of primary care providers and physicians, nine out of ten (94
percent) primary care physiciansfail to diagnose substance abuse when presented with symptoms
of acohol abuse in an adult patient, and 41 percent of pediatriciansfal to diagnoseillega drug
abuse when presented with a classic description of a drug abusing teenage patient. The survey
revealed that physicians are missing or misdiagnosing a patient’ s substance abuse for severd
reasons. lack of adequate training in medical school, resdency, or continuing medica education
courses, skepticism about trestment effectiveness; discomfort discussing substance abuse; time
congtraints; and patient resistance.

The study dso reveded that physicians fed unprepared to diagnose substance abuse and lack
confidence in the effectiveness of treatment. Only asmdl percentage of responding physicians
consider themselves to be “very prepared” to diagnose acoholism (19.9 percent), illega drug use
(16.9 percent) or prescription drug abuse (30.2 percent); whereas they fed “very prepared” to
identify hypertenson (82.8 percent), diabetes (82.3 percent), and depression (44.1 percent).

Since substance use disorders are often chronic conditions that progress dowly over time,
primary care clinicians (physicians, physcian assstants, and advanced practice nurses), through
their regular, long-term contact with patients, arein an ided position to screen for alcohol and
drug problems and monitor each patient’s status. (SAMHSA-CSAT Treatment Improvement
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Protocol #24). Furthermore, studies have found that primary care clinicians can actudly help
many peatients decrease acohol consumption and its harmful consequences through office-based
interventions that take only 10 or 15 minutes (Kahan et d., 1995; Walace et a., 1988)

Even though screening and limited treatment of substance use disorders do not require alarge
time investment, primary care clinicians are aready overwhemed by the demands of their
clinica practice, and a practica gpproach isneeded: one that recognizes the time and resource
limitations inherent in primary care practice and that offers a series of graduated approaches that
can be incorporated into anormd clinic or officeroutine. (SAMHSA-CSAT Treatment
Improvement Protocol #24).

In 2000, the Department participated in aregiona summit co-sponsored by the U.S.
Substance Abuse and Mental Hedlth Services Administration and the Health Resource and
Services Adminigration, Bureau of Primary Health Care, National Health Service Corps. The
summit focused on “Ensuring the Supply of Menta and Behaviord Hedlth Servicesand
Providers” Out of this summit, individua and cross-state action plans were developed. The
Virginia State Action Plan identifies the following needs for practitioners.

~

e Mgor training of practitionersin recognizing and treating psychiatric disorders;

€ Undergtanding resources and integrating with primary care providers and menta health and
substance abuse services providers, and

€ Screening tools.
In the plan, the following requests for technica assstance were made:

(0%

Curriculum planning for cross training primary care physicians and psychiatry resdents,

0%

Tdemedicine and teepsychiatry;
Establishment and funding of a clearinghouse of resources and information;
Public access to linkages with academic information resources on funding;

o o o

Identification on internet Sites that offer information on psychiatric diagnoses and
psychopharmacology that providers can access for current, up-to-date information.

Vocational Assistance

Adults with a serious mentd illness and youth with serious emotiona disturbances face
chdlenging obstacles to obtaining and maintaining competitive employment. Theseinclude
interruptions in education and employment that may be caused by symptom onset and
exacerbation; pervasve stigma; and the limited availability of vocationd programs that
incorporate state of the art “best practices’ in employment services and supports for this
population.

These obstacles, coupled with afear of losng hedth insurance coverage, the most often
cited obstacle to employment by individuals on SSDI or SSl, especially coverage for prescription
drugs, and the lack of accurate information about current complex work incentives for consumers,
case managers, and service providers dl combine to form significant barriers to improving
consumers sef-sufficiency and independence. Complicated funding streams and varied and
frequently uncoordinated vocationa ass stance programs and gpproaches taken by multiple
agencies add to the difficulties consumers, saff, and providers encounter when addressing
employment-related concerns.
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The Department intends to address many of these barriers through continuing and broadening
its collaboration and coordination with multiple federd and state agencies, entities of locd
government, universties, public and private providers, consumers, family members, and
advocacy groups through implementation of severd diverse but coordinated initiatives.

Joint mental health and substance abuse employment initiatives between the Department and
the Department of Rehabilitative Services (DRS) focus on specialized mentd hedth programsin
12 CSBs and substance abuse programsin 19 CSBs to bring about greater consumer community
integration and vocational success. Vocationd assstance services should include, but not be
restricted to receiving job placement and follow-up services, vocationd training and education, as
appropriate; physical and psychologica examinations, mantenance and transportation ass stance;
interpreter and note-taking services, when needed; telecommunication, sensory, and other
technologica aids and devices, occupationa licenses, tools, equipment, stocks, and supplies, as
appropriate; and supported employment services to assst in job placement, job Site training, and
follow-through.

~

€ Vocationa assstance menta hedth services are provided by DRS counse ors who are placed
within the CSB psychosocid rehabilitation program. These counsdors cross train staff and
participate in joint planning and pursuit of federal grant opportunities to increase

employment options for people with mentd disabilities.

Vocational assistance substance abuse services are provided through an interagency
agreement with DRS that funds twenty-one DRS counsalors who provide co-located dinicd
and employment-oriented programs that address employment and community stability
through vocationd development, work habits, job readiness, and employment follow-aong
sarvices, dong with coordinated CSB clinical and socid supports.

The Ticket to Work and Work Incentives Improvement Act of 1999 (TWWIIA) and
subsequent New Freedom Initiative resulted in new grant opportunities for statesto improve
employment outcomes for people. The Department has collaborated with DRS and DMAS on
two significant grant gpplication initiatives. Up to $500,000 for FFY 2002 has been awarded to
DMAS for thefirgt gpplication, Virginia's Infrastructure Grant Proposal. Activitieswill indude:

designing, implementing, and testing the impact of Medicaid Buy-1n options and improving the
utilization of existing work incentives available through various Socid Security Adminigtration
programs. Goals of the second gpplication (outcome status is pending), the Virginia Systems
Change Project to Enhance Employment Outcomes for Individuals with Psychiatric Disabilities,
indude:

(8 designing and implementing an interagency sructure that integrates employment, public

assistance, vocational services, and hedlth care programs to effectively enhance employment

outcomes for youth and adults with psychiatric disahilities,

(0%

(b) designing and implementing innovative practices that enhance employment opportunities for
youth and adults with psychiatric disabilities, and
(¢) designing and implementing a comprehensive, ongoing program of training and technicd
assistance that will improve the quality of employment-related services and supports
provided to youth and adults with menta disabilities.
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Linkageswith L ocal Government and Community Services Boards
Local Governments

The 134 cities or counties in Virginia continue to be vital members of the sate-loca
partnership that enables the provison of community mental health, mentd retardation, and
substance abuse services to more than 200,000 Virginians annudly. The Department needs to
communicate with loca governments about their concerns and ideas, such as potentid changesin
the state-loca government partnership that could enhance service quality and effectiveness and
provider accountability and efficiency. As demands for services continue to grow beyond the
capacity of the current services system to meet them, and as related requirements for more
effective management and coordination of services proliferate, new and innovative approaches
need to be considered that preserve the strengths and advantages of the current publicly-managed
system while responding to these new demands.

Increasingly, CSBs will be held accountable for achieving defined performance and outcome
standards, implementing continuous quality improvement goas, and adhering to professiondly-
recognized clinicd practices. They adso will be held accountable for assuring the effective and
gopropriate utilization of public resources, including state facility beds. One approach that could
address some of these expectations would be implementing community services performance
contracts that include limited risk with financia incentives and disincentives associated with these
performance expectations. This limited financia risk would not create any new entitlement or
requirement beyond the parameters of the community services performance contract. Even this
limited financid risk, however, might be more than some loca governments would be willing to
accept. If given the opportunity, some loca governments might opt out of their current
relationship with the Department. For these communities, the Department would consder
contracting with another hesalth care organization to perform those functions currently performed
by those CSBs.

System Leadership Council

The System Leadership Council evolved from the FY 2001 performance contract
negotiations, reflecting a desire to have a mechanism embedded in the contract to provide
continuity and a means for enhancing communications and addressing and resolving systemic
issues and concerns. The Department, under the aegis of the community services performance
contract, established the System Leadership Council in August 2000. The Council includes
representatives of CSBs; dtate facilities; local governments; the State Mentdl Health, Menta
Retardation and Substance Abuse Services Board; and the Department. The performance contract
datesthat the System Leadership Council shdl, among other respongbilities:

~

€ identify, discuss, and resolve communication issues and problems;

€ examine current system functioning and identify ways to improve or enhance the operations
of the system; and

e identify, develop, propose, and monitor the implementation of new service modalities,
systemic innovations, and other gpproaches for improving the bility, responsveness,
and cogt effectiveness of the publicly-funded menta hedth, mentd retardation, and substance
abuse services system.

The Council should serve as the coordinating mechanism to discussissues and problems from
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asystem perspective in acalm environment to reach as much agreement asit can, providing
continuity, enhanced communication, and consstency over time. A plethoraof groups are
working on avariety tasks and issues. Groups include the Quality Care Council; Mental Hedlth
Panning Council; VACSB MH, MR, and SA Councils, POMS Work Group; VACSB
Adminigtration Committee; and VACSB/VALHSO Performance Contract Work Group. The
Council should serves as amechanism for integrating related activities anong these groups.

The Council’ swork and recommendations may affect the organization and ddlivery of
publidly-funded menta health, menta retardation, and substance abuse servicesin the
Commonwedth. Accordingly, it is particularly helpful thet loca governments and CSBs are
involved in this process. The Council has met Six timesin the past year. It has discussed a broad
range of issues and supported a number of initiatives, among them, uniform statewide
predischarge planning protocols, streamlining performance contract and reporting requirements,
workforce and manpower issues, the MR Waiver, sandardization in community services,
community psychiatry, consumer choice and provider access, and aftercare pharmacy and
medications issues.

Goals, Objectives, and Strategies

Goal: Encourageand facilitategreater privateprovider participationinthepublicly
funded mental health, mental retardation, and substance abuse services system,
with enhanced car e coordination and service monitoring by CSBs, to increase
consumer choices and quality of life.

Objectives:

1. ldentify waysto increase the number of private providers participating in the publicly-
funded services system and to expand the array of services they offer.

Strategies:

a. Edgablish asmal work group of affected stakeholdersto identify and implement policies
and actions that would encourage greater private sector participation. Stakeholders
include consumers, their family members, the Department, sate facilities, DMAS, CSBs,
private providers, and local governments.

b. Direct this same group to examine conditions that adversdly affect private provider
participation and identify solutions or ways to ameliorate those conditions.

c. Urge DMAS o study current reimbursement rates for Medicaid State Plan Option and
MR Wavier services and adjust them where warranted to encourage greater private sector
participation in the publicly-funded services system.

2. ldentify ways to enhance care coordination and service oversight by CSBs, including

clinically necessary and responsible monitoring of non-contracted service providers,
without inhibiting increased private service provision.

Strategies:

a.  Deveop and implement uniform statewide admisson criteriafor state menta hedlth
fecilities and for state mentd retardetion facilitiesin FY 2003, usng a process smilar to
the one used by the Department to develop and implement the predischarge planning
protocols.
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Goal:

Develop and implement uniform statewide preadmission screening protocolsin FY
2004, using a process similar to the one used by the Department to develop and
implement the predischarge planning protocols.

Develop and implement uniform statewide case management practice guidelinesin FY
2004, using a process smilar to the one used by the Department to develop and
implement the predischarge planning protocols.

Egtablish asmall work group of affected stakeholdersto identify and implement policies
and actions that would enable clinically necessary and responsible monitoring of nor
contracted service providers, without inhibiting their participation in the publicly-funded
sarvices system. Stakeholders include consumers, their family members, the Department,
private providers, CSBs, and the DMAS.

I ncrease interagency collaboration, cooper ation, and coordination to enhance
Income assistance, housing, health car e, education, and employment opportunities
and outcomes for individuals with mental disabilities.

Objectives:

1. Reduce system and inter-agency barriersthat hinder access to housing, health care,
education, employment opportunities and outcomes for consumers.

Strategies:

a

Conduct forumsin FY 2003 with DHCD, DMAS, DSS, DVH, DDHH, DOE, DRS,
DRVD, VEC, VHDA, consumers, family members, public and private providers, and
advocacy groups to identify cross-agency and agency-specific barriers to various
services and support.

b. Continue inter-agency collaboration and initiatives that promote services and supports
systems integration and decrease identified system barriers at the state and locdl levels.
c. Continue to collaborate with DRS and DSS in establishing effective community based
resources and relationships with public and private providers to assist in screening,
identifying, and treating TANF recipients with mentd dissbilities
d. Continue to monitor the availability of collaborative grant gpplications, and, as
appropriate, cooperate in applying for grants that will enhance service opportunities for
individuas with mentd disabilities
Goal: Expandtheavailability of MR Waiver and State Plan Option services.
Objectives:

1. Successfully implement the new MR Waiver and State Plan Option services.

Strategies:

a

Jointly review and update the interagency agreement between the Department and
DMAS to clarify and resffirm the Department’ s role in policy and operations related to
the MR Waiver and State Plan Option services and address the Generd Assembly’s
intent as expressed in Appropriaions Act language

Jointly develop amulti-year plan and funding strategy for the phased implementation of
additional MR Waiver dots to address documented waiting list demand.
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Goal:

Jointly review and update DMAS studies on MR Waiver and State Plan Option
relmbursement rates to ensure that these rates are sufficient to recruit and retain qudity
providersin dl areas of the State.

Jointly review the Mercer report on Medicaid-funded substance abuse services with
sarvices system stakeholders to identify strategies for expanding Medicaid-covered
substance abuse services.

Jointly explore the feasibility of expanding Medicaid-covered mental hedlth servicesto
include PACT Teams, gero-psychiatric residentia services, and additional child and
adolescent mental hedth services.

Support DMAS efforts to seek funding for MR Waiver and State Plan Option services.

Maximize the use of all available housing resourcesto addressthe housing and
community-supports needs of individuals receiving mental health, mental
retardation, and substance abuse services.

Objectives:

1. Pursuefunding resources and interagency collaborative responses to meet the housing
needs of individuals receiving services during their transition to community living.

Strategies:

a

Provide ongoing assistance to CSBs and publicly-funded services providersin accessing
federd resources to meet the housing and community- based supports needs of
individuas receiving services.

b. Continue to provide information to CSBs about grants and other funding opportunities
that provide resources to meet housing needs.

c. Work dosdy with the Virginia Housng Development Authority, the Department of
Housing and Community Development, and other agencies to maximize the use of dl
available resources.

d. Invedigate and, if feasible and appropriate, implement an ongoing interagency council,
comprised of the Department, the VirginiaHousing Development Authority, the
Department of Housing and Community Development, and representatives of CSBs,
local governments, and housing authorities, to build a strong partnership between state
and local organizations with aresponghility for addressng housing needs and issues.

Goal: Expand and improve the existing network of Oxford Houses statewide.
Objectives:
1. Increasevisibility and integration of Oxford Housesin communities.

Strategies:

a.  Encourage existing Oxford Houses to expand outreach activities to the substance abuse

recovery community.

Encourage exigting Oxford Houses to strengthen their relationships with CSBs,
substance abuse treatment programs, health care providers, homeless organizations,
rehabilitation programs, and crimina justice programs (drug courts and post-
Incarceration).
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c. Introduce the Oxford House self-run, sdf-supported recovery housing mode to new
communities across Virginia
d. Work to strengthen Oxford Houses that are having difficulties or are on the verge of
closng.
e. Provide technicd assistance, on-dite training, and regiona workshops to Oxford Houses.
f.  Place greater emphasis on the development of specidty houses, such as houses for adults
with children.
Goal: Remove substance abuse problemsasa barrier to obtaining and maintaining
employment for TANF recipients.
Objectives:

1. Develop an interagency, community-based collabor ative program aimed at coordinating
and enhancing services to meet the extensive and multiple needs of TANF recipients who
have an identified substance abuse problem.

Strategies:

a

Continue to work with CSBsto help them identify and provide servicesto “hard to
employ” TANF recipients with an identified substance abuse problem or menta hedlth
disshility.

Goal: Improveaccessto primary health carefor person with serious mental illness,
mental retardation, or substance dependence or abuse.
Objectives:

1. ldentify opportunitiesto promote working relationships between primary care physicians
and mental health professionalsin community and state facility programs.

Strategies:

a

Identify training programs sponsored by the Department that would be of interest to
primary care practitioners and mentd hedth professonas and offer continuing medicd
education credits as an incentive for participation.

Establish certification requirements for behaviora consultation to assure apool of
quaified providerstrained to observe behaviors of individuas receiving menta
retardation services relative to their environment, diet, and activities that may help detect
behavior “triggers’ that stem from medical conditions.

Monitor the work of the Surgeon Generd in addressing primary hedth care for people
with mentd retardation.

Support a proposed project in Tidewater with the VirginiaBeach CSB, Sentara (teaching
hospita and direct care), and a Downs Syndrome group to develop amodel of educating
and providing primary care to people with mental retardation and assist the project to
find afunding source.

Identify loca grant funds for meetings, training programs, and other activities designed
to promote close working relationships among primary care physicians and psychiatrists
in the public behaviora hedlth sector.

Identify physician leadersin the public behaviora heath community who are motiveated
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Goal:

to champion the development of relationships between the two groups through their
professond organizations.

Host a series of meetingsin FY 2003 between primary care physicians who have
assumed leadership roles in their communities and CSB psychiatrists to explore the
mutual benefits of relationships and collaborative arrangements. Basad on these
meetings, develop and disseminate to CSBs strategies for creating such collaborative
relaionships.

Continue to explore opportunities for collaboration with the Virginia Primary Care
Association.

Explore funding opportunities and rdationships that will facilitate the creation of
linkages between the two systems of care.

I ncrease awar enessamong primary carecliniciansabout drug and alcohol use,
abuse, and dependence (addiction); screening, assessment, and referral; and the
effectiveness of substance abuse treatment services.

Objectives:

1. Provide primary care clinicians with information about periodic and routine screening of
all patientsfor substance use disorders.

Strategies:

a

Goal:

Orient primary care providersin the use of smple, sandardized screening instruments
such as the Alcohol Use Disorders Identification Test (AUDIT), the CAGE-AID
guestionnaire (CAGE adapted to include questions about drugs as well as acohol), the
TWEAK test for pregnant women, and the Problem Oriented Screening Instrument for
Teenagers (POSIT).

Provide guidance on techniques for following up with patients who may have postive
findings from screening, including conducting brief interventions to obtain additiondl
information to assess the severity of suspected dcohol or drug involvement, identifying
specia medicd and psychiatric condderations, and gauging the patient’ s readiness to
change.

Provide information about how to refer consumers to CSBs or other providers for
comprehensive substance abuse assessments and trestment, if indicated.

Provide information about brief, office-based, thergpeutic interventions for patients who
refuse referrd for further assessment or trestment.

Educate primary care clinicians about the biologicad modd of addiction, the chronic,
relgpsing nature of addiction, and the efficacy of substance abuse treatment, particularly
when such treatment is provided with the support of family, friends, hedth and socid
service providers, and the community.

Reduce barriersto employment for youth and adults with mental disabilities.

Objectives:

1

Provide consumers, family members, case managers, and public and private vocational
and employment-related service providers with accurate information on existing SSI
and SSDI work incentives.
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Strategies:

a

Continue to work with DSS, DRS, and DMAS to review utilization of exising SS and
SSDI work incentivesin Virginia

| dentify issues that contribute to the underutilization of work incentives by individuas
with amentd illnessin FY 2003.

Develop and implement strategies to improve the use of exigting work incentives by
people with amentd illnessin FY 2003.

Link mental health consumers and CSB case management and psychosocia
rehabilitation services staff to recently awarded SSA contractors that will provide SS|
and SSDI individudized benefits ass stance planning.

2. Address consumer fears about the loss of health insurance and prescription coverage if
earned income exceeds benefit thresholds.

Strategies:

a.  Continue to work with DSS, DRS, and DMAS to review utilization of continuing
Medicaid coverage for individuas on 1619 (b) status with the Socid Security
Adminigration.

b. Collaborate in the development of and disseminate information, resources, and draft
letters for use by consumers and case managers to assure continuation of Medicaid as
alowed by 1619 (b) when individuals earned income exceeds SS| thresholds.

c. Obtain input from services system consumers, family members, advocacy groups, and
public and private psychosocid rehabilitation and employment-related services
providers on the design, implementation, and testing of aMedicaid Buy-1n option for
Virginia

d. Collaborate with DRS, DMAS, menta hedlth congtituency groups, and othersto
establish and deve op principles and methods for Medicaid Buy-1n options.

Goal: Improve competitiveemployment opportunitiesand outcomesfor youth and adults
with serious emotional disturbances and serious mental illnesses.
Objectives:
1. Improve knowledge about state-of-the-art effective employment practices for youth and
adults with mental disabilities.

Strategies:

a.  Provide mentd hedth psychosocid rehabilitation, vocationa, PACT, and other
providers with information and knowledge on approaches to supported employment and
the individuaized placement and supports modd of employment services.

b. Link menta hedth providers with exigting Internet web-based ingtruction and courses on
supported employment principles, services, and supports.

c. Dissaminatethe Technical Assistance Tool Kit on Employment for People with
Psychiatric Disabilities to public and private community menta hedlth support services
providers.

2. Expand the availability of state-of-the-art employment services and supports for youth and

adults with mental disabilities.
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Strategies:

a. Collaborate with the Rehabilitation Research and Training Center on Workplace
Supports a Virginia Commonwedlth Universty to develop and implement initiatives to
improve the qudity of existing employment-related services and supports provided to
youth and adults with menta disgbilities.

b. Continueto identify, and, as appropriate, collaborate on gpplications for federa grants
that offer opportunities to develop and provide State- of- the-art employment services and
supports.

c. Continue to measure employment status as an outcomein the Department’s POM S
sysem.

Goal: Improvethequality of vocational servicesprovided to substanceabuseconsumers.

Objectives:

1. Enhancetherelationship between DRS counselors and CSB clinicians and case
managers.

Strategies:

a.  Collaborate with DRS in establishing State- of-the-art employment programsand in
increasing access to vocationa assessments, job training and rehabilitation, and
employment services and supports.

b. Support cross-training efforts between CSBs and DRS that promote a better
underganding by DRS gaff of the comprehensive nature of substance abuse treatment
and by substance abuse aff of what DRS has to offer individuas receiving substance
abuse services.

c. Provide additiona technicd assistance to CSBs and DRS gt&ff, as appropriate.

d. Assig CSBsand DRSin providing better record keeping on interagency relationships
and services provided to consumers.

e. Develop astandardized format and worksheet for on-gte vigtsthat will assuredl CSB
DRS counsdlors are adhering to same work expectationsin FY 2003.

f.  Enhance year-end evauation to make it more qualitative and data more user-friendly for
CSB and DRS dff.

g.  Encourage information sharing and development through quarterly CSB/DRS meetings.

Goal: Facilitateand encouragecommunication with local gover nmentsregardingtheir
roles and responsibilitiesin the publicly-managed mental health, mental
retardation, and substance abuse services system.

Objectives:

1. Provide multiple opportunitiesfor local governmentsto learn about and participate in
decision making and monitoring of the Department’s policy initiatives asit seeksto
develop and implement a responsive, responsible, and accountable publicly-managed
system of state facilities and community services.

Strategies:

a

Begin an ongoing didogue with the VirginiaMunicipa League, the Virginia Associaion
of Counties, and the Virginia Associaion of Loca Human Services Officidson locd

128



government issues and concerns about the publicly-funded menta hedth, mentd
retardation, and substance abuse services system.

b. Continue and enhance the involvement of local government representatives on the
System Leadership Council.

c. Conveneadaelevd policy work group in FY 2003 to examine current roles and
respongbilities and possible future options and dternatives for loca governmentsin the
publidy-funded menta health, menta retardation, and substance abuse services system.
This could include consideration of aloca government option to dlow CSBsto enter
into alimited risk performance contract with financia incentives and disincentives
associated with the utilization of tate facilities and the achievement of performance and
outcomes standards defined in the performance contract.

2. Continue the System Leadership Council to enhance communication with and
participation by CSBsin system level policy deliberations and problem solving.

Strategies:

a.  Provide support for System Leadership Council activities.

b. ldentify ways to increase and broaden communication between the Council and the
congtituencies that members represent.

SYSTEM ADMINISTRATION
HIPAA Compliance Requirements

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) is changing the
way hedthcare is insured, documented, compensated, communicated, and audited. Signed into
law by President Clinton August 21, 1996, HIPAA isintended to:

sgnificantly reduce hedthcare fraud and abuse,

enforce standards for patient identifiable hedth informetion,

guarantee the privacy and security of identifiable patient hedth information, and
assure hedlth insurance portability for employed persons.

oo o o

A magor reason healthcare costs have been spirding out of control is due to the fraud and
abuse of hedthcare claims. Studies show fraud accounts for hundreds of millions of federd
dollars paid to providers for services to patients that were never performed. In other instances, it
could be shown that hedlthcare professionds smply used the wrong code when billing for a
specific procedure, which resulted in too great a reimbursement to the provider or too little.
HIPAA amsto reduce the occurrences of fraud and abuse through the use of eectronic
transaction and code set standards. Studies have shown that the reason so many coding errors
occur is because there are too many code sets for medica diagnoses and procedures. One count
reports over 400 individual code sets are in use, which leads to confuson across the industry.

HIPAA has been enacted as part of a broad Congressiond attempt at incrementa hedthcare
reform. Asdated in the regulatory language, “ adminigrative smplification” isachief HIPAA
god. The“adminigrative smplification” aspects of thislaw required the U.S. Department of
Hedlth and Human Services (DHHS) to develop standards and requirements for maintenance and
tranamisson of hedth information thet identifies patients.

129



Thefirg of three sets of regulations, Standards for Electronic Transaction, was published on
August 17, 2000 (65 FR 50312). Theseregulations, also referred to as the Transactions Rule,
provide standards for eight electronic transactions and code sets to be used for the eectronic
transmisson of certain hedth information. The eight HIPAA eectronic transactions follow.

Hedthcare Claim or Encounter (837)
Hedthcare Claim Status (276)

Clam Payment and Remittance Advice (835)
Eligibility for aHedth Plan (270-271)

Referrd Certification and Authorization (277)
Enrollment/Disenrollment in a Hedth Plan (834)
Premium Payments (820)

First Report of Injury (148).

These transactions, or eectronic forms, will set the standard format for patient identifiable
transmissons and will use the following code sets.

|CD-9-CM (soon to be 10) e HCPCS

CPT-4 e NDC

The transaction standards relate not only to reimbursement, but to human resources as well.
Since the vast mgority of large organizations provide hedlth benefits to their employees, HIPAA

will also impact employers outside the hedthcare arena. The deadline for transaction/code set
compliance is October 16, 2002.

In addition to the transaction/code set standards, there are HIPAA regulations that govern the
privecy and security of patient identifiable information. This specificaly gpplies to information
thet is eectronic, spoken, or written. These regulations directly impact:
Consents/Notifications/Authorizations,
Uses and Disclosures,
Individual Access (to the medicd record) and Complaint Processes,
Business Associate Contracts,
Human Resource Palicy,
Workforce Training,
Security Policies/Procedures,
Audit Trals, and
Communications
The second st regulations, Standards for Privacy of Individualy Identifiable Hedth
Information, was published on December 28, 2000 (65 FR 82462). These regulations, aso
referred to as the Privacy Rule, provide standards with respect to the rights of individuals who are
subjects of thisinformation, procedures for the exercise of those rights, and the authorized and

required uses and disclosures of this information. The effective date for the Privacy Ruleis April
14, 2001. The Department must be in compliance by April 14, 2003.

o o o

oo oo o

e
e

o o o o

oo o oo
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Thethird set of regulations, referred to as the Security Rule, will consst of: (i) arule
edablishing unique identifiers for employersto use in dectronic hedth care transactions; (ii) a
rule establishing unique identifiers for such transactions, and (iii) arule establishing standards for
the security of electronic information. These regulations were proposed as 63 FR 25272 and
25320 (May 7, 1998); 63 FR 32784 (June 16, 1998); and 63 FR 43242 (August 12, 1998). A
find rule has not yet been published for these Sandards.

Still to be proposed under HIPAA are rules establishing a unique identifier for headlth plans
for eectronic transactions, standards for claims attachments, and standards for transferring among
hedlth plans appropriate standard data € ements needed for coordination of benefits.

The requirements outlined by the Act and U.S. Department of Health and Human Services
regulations are far-reaching. All hedthcare organizations that maintain, use, or disclose
hedthcare information must comply. There are civil and crimina pendties for noncompliance.

All HIPAA regulations apply to organizations that capture patient identifiable electronic data,
especidly providers, clearinghouses, and hedlthcare plans. HIPAA refers to these organizations as
“covered entities.” In the cases where HIPAA regulations run paralel with Sate laws ensuring
privacy and security, the more “stringent” of the two preempts the other.

The Commissioner has appointed a Chief Privacy Office and a Chief Security Officer for the
Depatment. Each dtate facility has likewise appointed facility privacy and security officids who
report up to the Chief Privacy and Security Officers. The Commissioner dso established a
Department-wide HIPAA Implementation Team in December 2000 to:

identify new requirements HIPAA will place on the Department and itsfacilities
asess current Department systems and decide what adjustments need to be made;

o M
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develop aworkplan for making necessary adjustments,

(0]

implement and monitor compliance congstent with an established work plan; and

educate the Centrd Office, state facilities and the community on new HIPAA processes and
procedures.

The Department-wide HIPAA Implementation Team has established the following workgroups to
assume primary respongbility for specific areas of HIPAA implementation:  Definitions;

Business Associates, Contracts and Trading Partner Agreements; Transactions (Financid);
Statutory and Regulatory Comparisons and Anays's, Hedlthcare Operations, Uses and
Disclosures (Generd, Specia Purposes, Specia Classes); Consent, Authorizations,
Confidentidity and Notifications, Individua Access and Complaints, Workforce and Human
Resources; Training; Safeguards, Security, and Mitigation; and Questions and Answers. The
team meets monthly to collectively accomplish uniform and consstent compliance across the
datewide system. The Department’s Risk and Liability Affairs Director coordinates this effort.
Staff from the Office of the Attorney Genera have been assigned to work with the teams and
respective workgroups throughout this process. Each state facility hasasmilar HIPAA team and
workgroup structure.

(D

Workgroups are responsible over the course of the next year and ahaf for completing work
plans which are broken down into four phases with established completion deadlines:

~

€ Assessment Transaction & Privacy Rules = September 28, 2001
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€ Dedgnad Development Transaction Rule = July 11, 2002
Privacy Rule = October 31, 2002

e Teding, Vdidation, and Justification Transaction Rule = August 30, 2002
Privacy Rule = December 31, 2002

e Implementation Transaction Rule = October 16, 2002
Privacy Rule = April 4, 2003.

In April 2001, the Commissioner communicated with the CSBs by memorandum advising them

of the history, current status and impact of HIPAA regulations. A collaboration has been
established whereby the Department has provided and will continue to provide general awareness
education to the CSBs. Status reports of the Department’ s progress, as well as resources for
implementation will also be shared with them.

New Federal Block Grant Reporting Requirements

Beginning with federd FY 2002, states will be expected to report more data to the Substance
Abuse and Mentd Hedth Services Adminigtration (SAMHSA) for the Community Menta Hedlth
Services (CMHYS) and the Substance Abuse Prevention and Treatment (SAPT) Block Grants.
These data are intended to describe the performance of the state’ s mental health and substance
abuse sarvices systems. Initidly, this reporting will be on avoluntary basis, but over time
reporting of certain data sets will be required in order to receive block grant funds. From
SAMHSA'’s perspective, performance data is required to improve planning and oversight of
community-based services at the federal and State levels, and to help justify SAMHSA' s budget
requests. All datawill be aggregated at the sate level, with no individua client data requested.

The Center for Menta Health Services (CMHS) hasidentified “basic’ and * developmental”
data setsfor CMHS Block Grant reporting. Referred to as the “ Uniform Data Reporting System
(UDRS),” these data sets are intended to answer five questions.

(1) What are the menta hedth service needs of the population in your state?
(2) Who inyour state gets access to publicly funded menta hedth services?
(3) What types of services are being provided in your state?

(4) What are the consumer outcomes for the services provided?

(5) What financial resources are expended for the services?

The basic data set isto be reported on a voluntary basis beginning with federa FY 2002, but
reporting will become mandatory for federd FY 2004.

The basic data set includes such information as the number of persons served by age, race,
gender, ethnicity, employment status, and Medicad satus; client turnover for community-and
state hospital- based services, menta health service expenditures by source of funding and service
Setting; and consumer perceptions of care obtained through a consumer survey.

The developmenta data set includes information on the number of adult dientsliving
independently, the number of children living in family-like settings, the characteritics of persons
living in supported housing, client turnover for specific types of services (e.g., supporting
housing, supported employment, and thergpeutic foster care), school atendance, and crimina
judtice involvement. Substantial work is needed to refine the developmenta data set such that it
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can be reported in a consistent manner across states, and no timeframe has been established for
reporting these data. The Department has applied for a grant from CMHS to assist in developing
the capacity to comply with the UDRS. These “data infrastructure grants” will provide up to
$100,000 per year for three years beginning October 1, 2001.

The Center for Substance Abuse Treatment (CSAT) has dso identified a set of performance
datathat are to be reported beginning with federd FY 2002. In addition to data on the number of
persons served by treatment programs that received some or al of their funding from the SAPT
Block Grant, states are to report on a voluntary basis performance data that includes client change
from admission to discharge regarding: 1) employment status, 2) homelessness status, 3) arrests,
and 4) frequency of use of sdlected substances (e.g., dcohol, marijuana and cocaine).

The performance measures identified by the Center for Substance Abuse Prevention (CSAP),
a s to be reported on a voluntary basis beginning in federd FY 2002, are: 1) past 30-day
substance use, 2) age of initiation of substance use, 3) intentiong/expectations to use, 4)
perception of risk/harm of substance use, and 5) attitudes about substance use. Each of these are
to be assessed at the beginning and end of receiving “recurring” services from programs that
receive some funding from the SAPT Block Grant.

These new reporting requirements will present significant challenges to the Department and
the CSBs. Fortunately, many of these performance measures are dready included in the
Department’ s Performance and Outcome M easurement System (POMS), which will provide a
solid foundation on which to build our capacity to respond to these new requirements. However,
there are till many gaps in the Department’ s ability to address dl the reporting requirements,
particularly those that require data for consumers who do not meet the criteriafor the
Department=s priority populations (the target populations for POMS). In response to this
gtuation, the Department is working with the VACSB Adminidration Committee to identify the
most cost- effective strategy for collecting, managing, and reporting al Department data,
including that required for the CMHS and SAPT Block Grants.

Information Technology Strategic Directions

The Department’ s vison for the future use of information technology is predicated on
gpplications and srategies that improve the quaity of careto Virginians, assures accountability
and efficiency of the services ddivery system, provides information for policy and decisont
making at dl levels of government, and informs the generd public and interested congtituents
about key aspects of the services system. The principles of sandardization, effectiveness,
efficiency, accuracy, trangportability, and user-friendliness are embedded in the Strategic
directions and operationa Strategies established for the Department’ s information technology
program. A summary of mgor information technology strategic directions follows.

€ Security of Health Information - The Department is taking necessary actions to comply with
the requirements of the Health Insurance Portability and Accountability Act of 1996
(HIPAA) related to hedlth care information security, privacy, and data transmisson. The
Department must establish specific data formats and protocols for processing and
transmitting data. It must meet minimum requirements for addressing the security of records
and ensuring privacy of dl identifigble hedth information. To assure data security, the
Department isinvestigating Virtua Private Network (VPN), Public Key Infragtructure (PK1),
wireless perimeter drategies, and additiona security technologies. VPN will provide secure
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access to the Department’ s network and PKI will provide the capability to sign and sedl
documents and facilitate secure browser access to the Department’ s information resources viathe
Internet. The integration of these technologies will increase the need to evaluate and deploy
additiona perimeter defenses.

e Data Integration - Planning is underway to integrate individua dtate facility patient and
resdent information in a data warehouse cdled Integrated Client Event System (ICES). This
system will provide one reporting interface for multiple data dlocations, thus ensuring that
data are collected only once and are consistent across applications. Each gpplication currently
used by the Department to collect data outside of the Department’ s Patient/Resident
Automated Information System (PRAIS) will be dectronicdly linked to PRAIS.

Sandardization - The Department needs awide variety of data e ements pertaining to Sate
fadilities and community servicesin order to manage its programs, produce required reports
to external funding sources and the General Assembly, and respond to inquires from the
generd public and other entities. Currently, the Department’ s data collection efforts are
software and staff pecific, and several data collection packages are in place at each CSB.
Each software gpplication addresses a specific data collection requirement and often that data
requirement is monitored and managed by asingle office in the Department. By
dandardizing detafields, the Department can streamline its data collection efforts and
produce management reports more efficiently. To accomplish this, the Department is
developing a Comprehensve Data Standards Manua that will consstently define and
dandardize definitions, process, output, and frequency of datato be used in CSB and state
facility reporting requirements.  Thiswork is being coordinated with the Data M anagement
Committee of the Virginia Association of Community Services Boards (VACSB).
Department staff are currently working with this committee to identify al existing reporting
requirements from CSBs to the Department and to develop a plan to streamline this
reporting.

Sreamlining Data Submissions - Current reporting requirements for each CSB have
increased over the years due to state and federal accountability requirements and legidative
expectations. The Department, by necessity, developed multiple software applications used
by the CSBs to address these reporting requirements. With new data warehousng
technology and VPN technology available, the Department isin the preliminary stages of
investigating the feasibility of collecting certain individua consumer deta from the CSBsasa
sngle submisson to the Department. With a sngle submisson, CSBs would submit an
individua consumer datafile on an established frequency. This consumer file reporting
would take the place of existing reporting gpplications the CSBs currently use to report data
to the Department. Theindividud consumer data from the CSBs would be warehoused in
ICES, dong with gtate facility data. Such integration through | CES has the potentid to link
date facility and community client data, resulting in arecord of the continuum of care for
individuas as they move between gate facilities and community services. A single
submission aso would dlow the Department to respond to different federd and state data
submissions, including the new block grant requirements described in the preceding section.

(0]
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There are several reasons why this proposed change to CSB data reporting is being
congdered. Firgt, an improvement in data quaity and reliability is expected. Secondly, the
reporting burden on the CSBs would be greetly reduced. Findly, efficiencies would result
from automating the single file output as opposed to collecting data and keying or importing
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it into the many different reporting gpplications. This concept is being explored in
collaboration with the VACSB Data Management Committee.

State Facility Infrastructure Requirements

The Department’ s Office of Architectural and Engineering is respongble for planning and
implementing the Capitd Outlay program for the Department, the Department for the Visudly
Handicapped, and the Department of Rehabilitative Services. This indudes responghility for
keeping the 15 state mental health and mentd retardation facilitiesin the best possible physica
plant condition within the funds appropriated to the Department. A priority of the Department is
for each gate facility to maintain Joint Commission on Accreditation of Hedlth Care
Organizations (JACHO) accreditation or Centers for Medicare and Medicaid Services (CMS,
formerly HCFA) certification. Assuch, each sate facility must meet requirements related to
compliance with gpplicable Building and Life Safety Codes.

Funds for capital outlay may be appropriated from the Commonwedlth’ s generd fund, the
Virginia Public Building Authority (VPBA), Treasury Loans, (when a project meets certain
gandards), General Obligation Bonds (when voted and approved by the generd public), and
Stripper Well Funds (for projects meeting strict energy savings). There are severd types of
capital outlay projects:

€ Maintenance Reserve. These funds are goproved by the Virginia Divison of Engineering
and Buildings and the Department of Planning and Budget for the repair or replacement of a
plant, property or equipment. These projects generally cost between $25,000 and $500,000.
Presently the Department has an approved but unfunded backlog of over $22.5 millionin
maintenance reserve projects, some of which have remained on thislist for over 12 years.

(0]

Capital Outlay Projects. These projects can be further designated as Acquisitions, New
Congtruction, Improvements, and Equipment. Capital Outlay Project needs are submitted to
the Department of Planning and Budget every odd numbered year. The Department’s Capita
Outlay program is linked with the Department’ s comprehensive planning effort, the agency’s
overdl Comprehensive Fecility Master Plan, and the individud facility Master Plans,

The Virginia Divison of Engineering and Buildings requires each seate facility to maintain
an updated Facility Master Plan. The Department first performed this exercise in 1995 for al but
one facility that had just been rebuilt. 1n 2001, the Department contracted with an architectura
and engineering firm to revist each facility and update the facility’s Master Plan to reflect current
needs and building conditions. This firm was to research the manner in which each sate facility
had followed its origind Master Plan and to propose gppropriate sate facility building uses over
the next Sx years.

The average age of buildings across the state mentd hedth and mentd retardation facilitiesis
over 50 years old. Many of these buildings were origindly built for custodia care of facility
patients and residents and do not conform to today’ s standards for the treatment and habilitation
services. Nor would they meet present Life Safety and Building Codes. For example, the
Department gtill has saverd facilities that have not been sprinkled for fire prevention. Many
exiging date facility buildings must undergo maor renovations or must be rebuilt to respond to
current and future service needs.  Asfunds are appropriated, the Department tries to renovate or
replace buildings to assure compliance with most recent Codes, provide efficient hesting
ventilation and air conditioning, eiminate pony (or haf-walls) walls, address privacy issues, and

135



comply with Americans with Disabilities Act (ADA) requirements.

Projects that cover the same needs at many state facility buildings across the Department are
known as “umbrdla’ projects. These include resolution of life safety issues, environmenta
issues, demoalition of unsafe buildings, and boilers, seam lines, and ar conditioning issues.

In planning for the Department’ s Six year capita program in 1996, the Department’ s total
was $390,000,000. This equated to:

e $306,000,000 for Mentd Hedlth Facilities, Maintenance Reserve, and Umbrella Projects; and
e $83,000,000 for the Mentdl Retardation Training Centers.

In planning the 2002- 2008 capita outlay program, even with the past six years of inflation, the
Department’ s capital resource requirements totaled $205,800,000. This equatesto:

e $28,000,000 Maintenance Reserve,

e $62,000,000 Umbrella Projects,

€ $49,300,000 Mentd Hedth Facdilities, and

e $66,500,000 Mentd Retardation Training Centers.

The $185,000,000 reduction in the Department’ s Six year capital outlay program planisin large
part the product of six years of careful planning to concentrate capital fund requests on those
buildings that will carry the Department’ s plans for ten or more yearsinto the future. A
summary of some of the mgor capita plaming issues and facility proposds included in the
Department’ s 2002- 2008 Capital Outlay Plan follow.

€ Eastern State Hospital - Dueto the origina type of congtruction, the present buildings thet
house the geriatric population do not alow for the required patient privacy. Thislack of
privacy has been cited by CMS. Additiondly, there are issues around compliance with ADA
requirements, and the heating ventilation and air conditioning systems do not function
properly. To correct these issues, it would be more economical to renovate the presently
empty buildings 28, 29, and 30, which are within the main campus complex. Upon
completion of these required renovations, the entire geriatric population would be relocated
to the main part of the campus. Other structura problems at this facility also must be
addressed.

Western State Hospital - Thisfadility islocated on a orawling campus with many empty
sructures. Potentidly, a new program of treetment for civilly committed sexudly violent
predators may be placed on thisste. This 30 bed two-ward specidized trestment program
would require a secure setting. To make room for this program, five currently empty
buildings would have to be extensively renovated for use by the hospitd’ s patient population.

(0%
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Southeastern Virginia Training Center - Currently, the resdentid living aress at this
facility could not withstand minimum category one hurricane forcewinds. The origind
cottages were built in 1975 to house, treat, and train ambulatory residents with moderate
retardation. Current training center resdents have severe retardation and many have
physicaly handicapping conditions that require specid whedlchairs and medical gpparatus.
Three new structures are proposed to provide additiona room required to care for the
center’ s nonambulatory resdents. These building would be designed and constructed of
materiads capable of withstanding a category three hurricane should that be necessary.
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Northern Virginia Training Center - Although thetraining center has made remarkable
advances in gaffing and innovative treatment programs, its resdentid living units have not
been changed since they were congtructed over thirty years ago. Origindly, thetraining
center was designed to serve ambulatory resdents with moderate retardation. The current
population has severe retardation and physically handicapping conditions. The Department
IS proposing renovations and an addition to building 4, renovations to building 1, and
renovations to the cottages to increase available space for medica storage, achieve
compliance with current ADA standards for bathrooms and doorways, and make other
building improvements that will enhance the qudity of life for residents.

Southside Virginia Training Center - Thistraining center isdivided by U.S. Route 1, which
creates two separate north and south campuses. While most of the structures on the north
campus are empty, the existing multipurpose building is used for many activities and

training. This requires trangporting resdents across U.S. Route 1 for activities and training.

The Department is proposing a project to construct a new patient activity building near the
present living cottages on the south campus, thereby eliminating the present need for the

north campus and cregting a safer environment for both resdents and saff. Declaring this

north campus property surplus would result in an immediate savings in energy to this campus
and its potentia sale would provide funds for Department’s Trust Fund.

Another prominent need at thisfacility isto consolidate al existing physica plant sructures,
now housed in various older buildings, under one roof. Thiswill, for thefirgt time, dlow
vehicle repairs to be made under aroof and out of the westher. This structure is expected to
increase the efficiency of the Southsde Complex’s physicd plant aff.

Central Virginia Training Center - Thisfacility has experienced sgnificant census
reductionsin recent years. In consultation with outsde architects and engineers, the
Department has designated “core buildings’ for future service and living areas. These
buildings are in close proximity to each other. All capitd renovations would be concentrated
on these buildings, which are structuraly sound but in need of interior modifications such as
sprinklers, upgraded heating and air conditioning, resolution of environmenta and energy
issues, and modification of bathrooms to meet ADA requirements. The Department is
proposing the phased renovation of even structures to comply with present Life Safety and
Building Code requirements.

Central State Hospital - Thisfacility houses the State' s maximum security forensic unit.
Additiondly, the hospita serves individuals who are not guilty by reason of insanity (NGRI).
The Department is proposing staged renovations of buildings 93, 94, and 95, to provide the
necessary security for these patients. Additiondly, building 113, which houses the hospitd’ s
adminidrative offices, isno longer Sructuraly sound, has climate control problems, and is
insufficient in Sze. An existing structure, building 43, located adjacent to buildings 39, 93,
94, 95, and 96, is structurally sound and readily adaptable for administration space.

Southwestern Virginia Training Center - Aswith the other training centers built in 1975,
thisfacility was congructed to train ambulatory individuals with moderate mentd retardation
for an active life in the community. Current residents have severe retardation and many have
physicaly handicapping conditions. The Department is proposing to renovate the cottages to
alow for larger day rooms, much needed storage space, and modifications to the bathrooms
to meet ADA requirements.
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€ Southwestern Virginia Mental Health Institute- To consolidate dl patient activities under
one roof and meet new treatment needs, the Department proposes to modify three existing
structures, which are presently connected by a climate controlled pedestrian wakways, into a
treatment mall, renovate the food service area, and add much needed administrative aress.
These improvements will complete this facility’ s efforts to meet today’ s sandards for menta
hedlth inpatient trestment.

Northern Virginia Mental Health I nstitute- Thisfacility was recently renovated and
enlarged to provide updated active treatment services and additiond patient beds. These
improvements resulted in adire need for patient programming space, saff parking space, and
adminigrative offices. The Department is proposing planning money to design a parking

deck with adminidrative offices on the grade level. By moving the ingtitute' s adminigrative
offices, alarge area of the origina building would be available for renovation into a

trestment ma| for programming and patient activities.

With the exception of gpproved but unappropriated maintenance reserve projects, facilities
that have no mgor capita outlay plansinclude:

Commonwedth Center for Children and Adolescents,
Catawba Hospitd,

Hiram Davis Medica Center,

Piedmont Geriatric Hospitd, and

Southern VirginiaMenta Hedlth Inditute,

In the late 1980s, a Governor’ s directive ingtructed each agency and each state facility to
work on an energy program to reduce its energy consumed. This directive has been reissued by
each succeeding governor. The Department has been very resourceful in its efforts to fund the
projects that have resulted in energy reductions and received severd awards for itsinitiative and
efforts to meet and exceed this directive. Most of the Department energy saving projects were
initidly funded by the state generd funds as capitd outlay projects, ether through maintenance
reserve or individual capita outlay projects. Some projects were funded by Treasury Department
Loans, paid back with energy savings. Other funds were received from Stripper Well Rebates
from the Department of Mines Minerals and Energy. Projects have been initiated in the
following aress.
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€ New Motors € Relamping

€ Boiler Replacements € Chiller Replacement

€ Steam Line Repair € Duct Cleaning and Insulation

e Trap Maintenance Plan € Window Air-Conditioning

e lce Storage © Renallaion of Piping

€ Steam Pressure Reduction € Replacement of Refrigeration Equipment

e Clodng Buildings € Replacement of Truckswith Golf Carts

€ New Generators e Cooling Tower Replacement

€ Window and Door Replacements € OzoneLaundries

e GasBrokerage e Energy Maintenance Management Systems

€ Frozen Rate for Electrica Contract € Roof Insulation

€ Hlectricd Metering and Red Time € Commissoning Heating/Air Conditioning
Monitoring Projects
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€ PACRAT Software Energy € MP-2 Computerized Maintenance
Management System Evauation Management System

There are no measurable ways to caculate the total savings that this Department has redized
through its efforts to meet the Governor’s Directive. If the various methods used by the
Department were to be caculated, it islikely the agency has exceeded these energy directive
requirements. The Department’s proposed capital projects and a summary of the various energy
saving projectsimplemented by the Department are provided in Appendix G.

Goals, Objectives, and Strategies

Goal: Improvetheability of the Department, state facilities, and CSBsto manage
information efficiently in an environment that isresponsiveto theneedsof users
and protectsidentifiablehealth information for individualsreceiving publicly-
funded mental health, mental retardation, and substance abuse services.

Objectives:

1. Implement the Department I nformation Technology Strategic Plan.

Strategies:
a. Develop and implement a Comprehensve Data Standards Manud that consistently
defines data elements, processes, and outputsin FY 2003.

b. Complete development of management information systems identified in the
Information Technology Strategic Plan.

c. Explore opportunitiesto redlize data management efficiencies.
d. Continue to improve the Department’ s web Ste and eectronic communication
cgpabilities.
2. Expand the capacity of the Department to use warehousing technology to integrate
information from different automated systems.

Strategies:

a.  Take gepsto integrate individua consumer information through the Integrated Client
Event System (ICES) during FY 2003.

b. Invedigate, in collaboration with CSBs, the feashility of collecting certain individua
dient information through a single submisson to the Centra Office in order to meet
federd block grant and State reporting requirements during FY 2003 and make a
recommendation to the Commissioner on the feasibility in FY 2004.

3. Successfully implement HI PAA regulatory requirements at the Central Office and state
facility levels within required time frames.

Strategies:

a.  Direct and monitor the work of the Department-wide HIPAA Implementation Team and
individua date facility HIPAA Implementation Teams through the assessment; design
and development; testing, vaidation, and judtification; and implementation phases.

b. Shareinformation with CSBs regarding HIPAA requirements and the Department’s
progressin achieving HIPAA compliance.
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C. Seek resources required to implement HIPAA requirements as part of the agency’s
biennia budget submissions.

Goal: Assurethatthecapital infrastructureof statemental health and mental r etardation

facilitiesaresafe, appropriatefor the provision of current servicemethods, and
efficient to operate.

Objectives:

1.

Improve the capital infrastructure of state mental health and mental retardation facilities
to assure their compliance with life safety and applicable building codes and their
appropriateness for active treatment and habilitation services.

Strategies:

a.  Seek resourcesto addressindividud date facility capital outlay needs identified in the
Department’s Sx Year Capitd Outlay plan.

b. Continue to update individua state menta hedth and mentd retardation facility master
plans to respond to programming needs of patients and residents.
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V.

Resour ce Requirements

RESPONSESTO CRITICAL ISSUESFACING THE SERVICESSYSTEM
The Department has identified responses to the critical issues facing Virginid s services system.

These responses focus on:

e

e
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Enhancing gaffing levels in the menta retardetion training centers to meet expectations established
under the Civil Rights for Indtitutionalized Persons Act (CRIPA);

Expanding and enhancing exigting discharge assistance and diversion projects that support
individuaized community aternatives for sate menta hedth facility patients who are clinicaly reedy
for discharge and training center residents who have chosen community services and supports;

Reducing CSB waiting lists for specific community servicesfor:

€ children and adolescents with serious emationd disturbances and adults with serious mentd
ilinesses,

€ adolescents and adults with substance dependence or abuse; and

€ individuaswith menta retardation who are not digible for Medicad MR Waiver services and
start-up funds for MR Waiver dots.

Expanding targeted community-based services, including comprehensive case management services,
psychiatric services, PACT teams, prevention services, and second generation anti-psychotic
medications;

Replicating the Northern Virginia Training Center Regiona Community Support Center Project
(Center for Excellence) at the four other training centers to provide CSBs speciaized medicd,
dentd, behaviord consultation, psychiatric, and other clinicad servicesthat are not availablein the
community;

Implementing regiond initiatives in Eastern and Southern Virginiato develop and expand community
sarvicesamed a kegping individuas in the community and stabilizing or reducing demand for
hospitdization in state menta hedlth facilities;

Implementing regiond initiatives in Centrd Virginiaand the Charlottesville areas to develop new
community-based criss sabilization models,

Implementing targeted menta hedlth and substance abuse jall servicesfor adultsin loca and regiond
jalsand youth in juvenile detention facilities to divert Sate facility admissons,

Achieving internd human rights system and licenaing system improvements,
Achieving compliance with the federd Health Insurance Portability and Accountability Act;

Implementing a Sexudly Violent Predators Program to provide specidized treatment to civilly-
committed sex offenders;

Addressing increased energy costs a the state mental hedlth and menta retardation facilities,
Maintaning the new financid management information systiem, FMSII;
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€ Addressng ashortfdl in gate genera fund match for projected Medicaid collections in Sate facilities
and an exiging budget shortfdl at Eastern State Hospital.

A summary of each needed response follows.
Enhance MR Training Center Staffing

The Department needs $9,467,697 ($4,609,696 in state general funds and $4,858,001 in non-generd
funds) in FY 2003 and $14,215,763 ($6,921,467 in state generd funds and $7,294,296 in non-genera
funds) in FY 2004 to incrementally move the four training centers listed in the table below towards the
gaffing expectations established under the Civil Rights of Indtitutionaized Persons Act (CRIPA). Additiona
improvements in the staff-to-resident ratios are expected at the two large training centers, CVTC and
SVTC, asthey discharge resdents who choose community services. Following an initid investigation by
the U.S. Department of Justice (DQJ) in 1990, the Northern Virginia Training Center successfully
implemented its plan of improvement. This plan required:

e increased fadility professiond staff (psychologists, physicians, nurses, and occupationd thergpists) and
enhanced geff training;

e increased focus on individudized active trestment and hakilitation;
€ provison of community placements for residents who choose community services, and
€ increased effortsto protect resident rights, safety, and well-being.

The remaining training centers now must be brought up to the individuaized services planning, active
trestment and habilitation, professonally recognized best clinical practices, and staffing levels provided for
in the Department’ s DOJ settlement agreements.

FY 2003 FY 2004
Training Center GF NGF GF NGF
Centra Virginia Training Center (CVTC) 1,196,814 1,264,753 1,797,018 1,899,029
Southeastern Virginia Training Center (SEVTC) 1,298,251 1,353,406 1,949,326 2,032,141
Southside VirginiaTraining Center (SVTC) 877,360 939,121 1,317,358 1,410,001
Southwestern Virginia Training Center (SWVTC) 1,237,271 1,300,721 1,857,765 1,953,035
Total 4,609,696 4,858,001 6,921,467 7,294,296

Discharge 70 State MH Facility Patients to Appropriate Community Services

The Department needs $4,956,000 in state generd fundsin FY 2003 and $4,956,000 in state generd
fundsin FY 2004 to reduce the census of state menta health facilities by discharging 70 long-term patients
to appropriate community services. These individuas have specific, multiple needs that have previoudy
prevented their discharge to the community. To address these needs, individualized services plans,
projected to have an average cost of $70,000 per year, would be developed and implemented for each
individua. In addition, the Department would establish one position to conduct utilization review and
monitoring functions. Thisinitiative would expand the Department’ s Discharge Assstance Project (DAP)
which is currently supporting community placements for over 325 former long-term patients. Since their
DAP enrollment, these individuas have experienced low state hospital readmissions and a 90 percent
declinein total bed days used.
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Discharge 100 MR Training Center Residents Requesting Community Services

The Department needs $7,248,980 ($3,552,000 in state general funds and $3,696,980 in non-genera
funds) in FY 2003 and $7,248,980 ($3,552,000 in state general funds and $3,696,980 in non-generd
funds) in FY 2004 in the DMAS budget to develop community-based services for 100 training center
residents who have chosen community services rather than continued training center placements. This
initiative would provide federd Medicaid and state generd fund match in the Department of Medical
Assigtance Services budget for MR Waiver services and supports. Community placements would be
initiated through individualized plans of care developed by the CSBs and preauthorized by the
Department. The annua cost of state training center placement is projected to be $108,920 by 2003.
The average MR Waiver costs for persons discharged from training centersis projected to be $72,532,
or $35,520 in state genera funds.

Enhance Funding for the Region IV Acute Care Project

The Department needs $500,000 in state general fundsin FY 2003 and $500,000 in state genera funds
in FY 2004 to offset increased costs for loca hospital bed purchases under the project. The Region IV
Acute Care Project uses local hospital beds as an dternative to acute hospitaization a Central State
Hospital. To date, this project has served over 750 patients in loca hospitals, with an average length of
day of 5.5 days. Loca hospitds participating in this project have contracts that are renewable annualy
for five years. Each year, these hospita's can increase their per diem and physician charges, if any, up to
the Consumer Price Index (CP1) for that year. There are three renewable one-year periods remaining on
the exigting contract.

Enhance Funding for the Northern Virginia Discharge and Diversion (DAD) Project

The Department needs $105,545 in state genera fundsin FY 2003 and $216,050 in state generd funds
in FY 2004 to offset increased cogts for local hospital bed purchases under the project. The DAD
Project provides alocd dternative to acute care provided at the Northern Virginia Menta Hedlth
Ingtitute. In addition to offsetting the annua CPI adjustment for loca bed purchases, this initiative would
add $50,000 to base funding to accommodate population growth inthe area. The DAD project relieson
local bed purchases for patients who require acute hospitalization for less than ten days and provides an
dternative to the Indtitute if its beds are not available. This project has been successful in enabling the
Ingtitute to meet saffing and DOJ requirements. It has served over 421 individuas.

Provide Community Mental Health Services to Children, Adolescents, and Adults on CSB
Waiting Lists

The Department needs $6,487,693 ($4,727,000 in state genera funds and $1,760,693 in non-generd
funds, including anticipated Medicaid and third party payer fees, direct client fees, and other revenues) in
FY 2003 and $12,975,386 ($9,454,000 in state genera funds and $3,521,386 in nortgenerd funds) in
FY 2004 to provide an expanded array of community mental hedlth services (excluding adult counsding
and psychotherapy, case management, assertive community trestment and psychiatric services) for
children, adolescents, and adults on CSB waiting lists as of April 2, 2001. This represents the first phase
of afour year process of addressing documented needs of individuas on CSB waiting lists. Community
mental health services and supports promote risk reduction, family health, and stability; provide timely
interventions and gppropriate treatment; restore and maintain functiond skills; support stable living
arrangements; and encourage recovery, persona growth, and increase capacity for self-respongbility. To
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fully respond to these documented community menta health service needs, $14,181,000 in state genera
funds and $5,282,079 in non-generd funds would be needed in FY 2005 and $18,908,000 in state
generd funds and $7,042,772 in non-genera funds would be needed in FY 2006.

Provide Community Substance Abuse Services to Adolescents and Adults on CSB Waiting Lists

The Department needs $2,153,040 ($1,872,450 in state general funds and $280,590 in non-generd
funds, including anticipated Medicaid and third party payer fees, direct client fees, and other revenues) in
FY 2003 and $4,306,080 ($3,744,900 in state general funds and $561,180 in non-generd funds) in FY
2004 to provide an expanded array of community substance abuse services (excluding case management,
assertive community trestment and psychiatric services) for adolescents and adults on CSB waiting lists as
of April 2, 2001. This represents the first phase of afour year process of addressing documented needs
of individuas on CSB waiting lists. Untreated substance addiction has a direct impact on productivity,
public safety, and family stability. Trestment for addiction results in significant reductions in substance
abuse and in asgnificant reduction in crimind involvement. Trestment also is associated with
improvements in the mental and physica hedth of individuas recelving services. To fully respond to these
documented community substance abuse service needs, $5,617,350 in state general funds and $841,770
in non-genera funds would be needed in FY 2005 and $7,489,000 in state generd funds and $1,122,360
in non-general funds would be needed in FY 2006.

Develop a Secure Primary Substance Abuse Diversion Program

The Department needs $1,000,000 in state genera fundsin FY 2003 and $560,000 in state general funds
in FY 2004 to establish one specidized residentia program of gpproximately six to eight beds to serve an
estimated 200 individuas annualy at a cost of goproximately $4,000 per individual ($400 per day [0 10
days average Say). These individuas require substance abuse services and meet commitment criteria
according to the Code of Virginia but do not require intendity of treatment provided in a state mentd
hedlth facility. The current SA diversion projects have used local bed purchases, conversion of existing
programs to accommodate temporary detention orders, and partnering with private providers. These
approaches do not provide the level of security envisioned for this proposed program. In FY 2003,
approximately $750,000 would be required for start-up cogts, induding facility renovations, furnishings,
equipment, supplies and gaff recruitment and training. Once this program is operationd, approximatdy
30 percent of the operating budget could be recovered through exigting funding streams such as TDO
reimbursements and the Department=s substance abuse resdential purchase program (SARPOS).

Provide Community Mental Retardation Servicesto I ndividuals Who Are Not Eligible for the
Medicaid MR Home and Community-Based Waiver (MR Waiver)

The Department needs $4,874,584 ($3,617,675 in state general funds and $1,256,909 in non-generd
funds, including anticipated Medicaid and third party payer fees, direct client fees, and other revenues) in
FY 2003 and $9,749,168 ($7,235,350 in state general funds and$2,513,818 in non-generd funds) in FY
2004 to provide community mental retardation services (excluding case management and psychiatric
sarvices) for individuas on CSB waiting lists as of April 2, 2001 who are not digible for MR Waiver
sarvices. Thisrepresentsthe first phase of afour year process of addressing documented needs of
individuals on CSB waiting ligts. To fully respond to these documented community menta retardetion
service needs, $10,853,025 in state generd funds and $3,770,727 in non-generd funds would be needed
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in FY 2005 and $14,470,700 in state general funds and $5,027,636 in nortgenera funds would be
needed in FY 2006.

Provide Start-Up Funds for MR Waiver Services

The Department needs $800,000 in state genera fundsin FY 2003 and $600,000 in state genera funds
in FY 2004 to fund MR Waiver provider start-up costs that are not covered by Medicaid. These costs
include renovations for specid accessihility needs of consumers; furniture; clothing, household goods, and
persond itemsfor individuds leaving Sate training centers, and saff training time for new employees. Of
the over 5,000 individuals approved to receive MR Waiver services, more than 400 have not been able
to recelve sarvices because of the lack of providers or the inability of existing providers to have trained
gaff. Thisfunding would provide one-time funding, averaging $2,000 per individud, for sart-up costs for
400 individudsin FY 2003 and 300 individudsin FY 2004 who would otherwise be unable to access
MR Waiver sarvices from public and private menta retardation services providers.

Provide Mental Health, Mental Retardation, and Substance Abuse Case Management Services

The Department needs $1,517,653 ($1,175,461 in state generd funds and $342,192 in nor+generd
funds, including anticipated Medicaid and third party payer fees, direct dlient fees, and other revenues) in
FY 2003 and $2,999,306 ($2,350,922 in state general funds and $648,384 in non-generd funds) in FY
2004 to enable CSBsto expand comprehensive menta hedlth, menta retardation, and substance abuse
sarvicesfor individuasidentified by CSBs as waiting for this service on April 2, 2001. Thisrepresentsthe
first phase of afour year process of addressing documented needs of individuas on CSB waiting ligs.
Funding needed is based on a case ratio of 35 consumers per additional FTE case manager. To fully
respond to current documented case management service needs, $3,526,384 in state generd funds and
$1,026,576 in non-genera funds would be needed in FY 2005 and $4,601,845 in state general funds and
$1,368,768 in non-generd funds would be needed in FY 2006.

Expand Community Psychiatric Services

The Department needs $1,800,000 ($1,500,000 in state genera funds and $300,000 in non-generd
funds, including anticipated Medicaid and third party payer fees, direct client fees, and other revenues) in
state general fundsin FY 2003 and $1,800,000 ($1,500,000 in state genera funds and $300,000 in nor+
generd funds) in Sate genera fundsin FY 2004 to hire ten FTE psychiatrists in geographic areas with
critical shortages in psychiatric services. Psychiatric services provided by these psychiatrists would divert
asggnificant number of individuas from inpatient care, enabling them to remain in the community while
receiving closely monitored medications and other psychiatric services. CSBsindicate ther ratios of
psychiatrists to enrolled patients are far in excess of acceptable ranges. Reasonable casdloads for ther
populations vary from 300 to 500 consumers per psychiatrist, depending upon the availability of other
resources, loca conditions, and consumer risk factors. In some areas, current retios are much higher,
from 800 to 1,500 consumers per psychiatrist.

Add Two New Programs of Assertive Community Treatment (PACT) Teams

The Department needs $1,400,000 in FY 2003 and $1,400,000 in state general fundsin FY 2004 to
expand Virginia s PACT initiative by funding two new teams in Portsmouth and Mt. Rogers CSBs. When
fully operationd, these teams are projected to serve 160 consumers with serious mentd illness who have
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long or frequent inpatient Says in Sate mentd hedth facilities. The god isto reduce the level of Sate
hospitalization among these individuas by approximately 80 percent by the end of the biennium.

Establish Prevention Programs for High-Risk Youth and Families

The Department needs $1,500,000 in state generd fundsin FY 2003 and $1,500,000 in state generd
fundsin FY 2004 to enable 15 CSBs, through a competitive grant process, to develop science-based
indicated prevention programs that will target individuals who are:

e exhibiting early signs of substance abuse or other problem behaviors associated with substance
abuse, but have not reached the point of clinica diagnos's of substance abuse, or

e exhibiting specific risk factors such as early substance use, schoal failure, interpersond socid
problems, delinquency and other anti-socia behaviors, and psychologica problems.

Expand Access to Atypical Medicationsin CSBs

The Department needs $3,700,000 in state generd fundsin FY 2003 and $3,700,000 in state generd
fundsin FY 2004 to expand the availability of second-generation anti- psychotic medicationsin CSBs.
Demand for these medications has increased incrementdly, resulting in a $660,000 deficit in thisitem in
FY 2001. These medications are criticaly important as they provide symptom reduction and remission of
illness for individuas with severe mentd illnesses and decrease the need for state hospital admissions.

Replicate the Northern Virginia Training Center’s Regional Community Support Center
(Center for Excellence) at All Training Centers

The Department needs $1,800,000 in state genera fundsin FY 2003 and $1,400,000 in state general
fundsin FY 2004 to enable four additiond training centers to secure and offer individuals receiving
community mentd retardation services specidized medicd, denta, behaviord consultation, psychiatric,
and other clinica servicesthat are not readily available in their communities. In addition to these
specidized sarvices, this project would alow these centers to provide professiona training and educetion
opportunities to community staff. Approximately 400 individuals are projected to be served with this
funding. In FY 2003, each of the four training centers will need $100,000 in one-time fundsfor initia
capitd improvements.

I mplement the Southern Virginia Regional I nitiative to Develop Community Capacity

The Department needs $6,010,000 in state general fundsin FY 2003 and $4,625,000 in state genera
fundsin FY 2004 to develop and expand a network of community-based servicesin the three CSBs
(Danville-Pittsylvania, Piedmont, and Southside CSBs) served by the Southern VirginiaMenta Hedlth
Ingtitute (SYMHI). These services would include crisis stabilization, local hospitd acute psychiatric bed
purchases, establishment of a PACT team in Danville-Rittsylvania CSB and Intensve Community
Trestment teams in Pledmont and Southside CSBs, and housing and residentia services. These CSBs
suggest that thisinitiative would reduce SVMHI admissions by 50 percent and diminate the existing
practice of diverting individuasin crisis from the area to other state menta hedth facilities such as Western
State Hospitdl and Catawba Hospital. In FY 2003, $1,385,000 in one-time start-up funds would be
needed to acquire housing for three group homes and ten gpartments.
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I mplement the Eastern Virginia Regional Initiative to Develop Community Capacity

The Department needs $9,528,752 ($8,299,302 in state generd funds and $1,299,270 in anticipated
non-generd funds, including Medicaid and third party payer fees, direct client fees, and other revenues) in
FY 2003 and $9,528,752 ($8,299,302 in state generd funds and $1,299,270 in non-generd funds) in
FY 2004 to implement aregiondly-developed plan for an effective system of community-based services
and supports for individuas with serious mentd illness. This plan isintended to minimize reliance upon
Eagtern State Hospital and expand capacity for community care throughout the region, thereby enhancing
the safety and well-being of persons recaiving services. Current demand for community services exceeds
exiging CSB capacity and individuds receiving long-term care at Eastern State Hospital have few options
for community placement. Significant reductions in the ability of CSBs to access acute psychiatric care
localy have increased demand for hogpitdization at Eastern State Hospital. Thisinitiative would develop
or expand arange of community-based crisis stabilization, acute inpatient bed purchase, case
management, assertive community treatment, day treatment/partia hospitdization, psychiatric/nurang time,
resdentid, discharge planning, and community support services, as specificaly identified by each CSB.
Additionaly, the plan cdls for the establishment of aregiona acute care bed purchase arrangement smilar
to that employed by the Region IV Acute Care Project. The CSBs estimate that services proposed
through this plan would be provided to 3,655 individuas.

I mplement Regional Crisis Stabilization Programsin Region IV (Central Virginia) and Region
| (Northwestern Virginia)

The Department needs $1,443,174 in sate generad fundsin FY 2003 ($721,587 for each program) and
$1,111,200 in state generd fundsin FY 2004 ($555,600 for each program) to creste two regiond eight-
bed community-based criss stabilization programs to serve the Centrd Virginiaand Northwestern
Virginiaregions. These programs would accept admissions 24 hours per day, 365 days per year.
Individuas would stay from one to five days, with utilization review and gpprova required for any
individua continuing beyond the fifth day. Services would include room and board, psychiatric services,
daily nursing services, daily medication/pharmacologica services, individua and group problem resolution
counsdling, intensive case management to address benefit digibility and housing needs, symptom and
behavior management, trestment coordination, and discharge planning. This program would serve adults
who do not require the structure or services of an acute inpatient facility. With a per diem rate of $490, it
would provide greater choice and amore clinicaly gppropriate and cost- effective trestment option for
many consumers. The Region IV CSBs recognize that many adult consumers who are now being referred
to acute inpatient settings could be treated in aless-intensve and less-redtrictive resdentid setting. A
setting of this type does not currently exist in thet region. Thisisaso the casein Region . The Centrd
Virginia program would be managed by the Richmond Behaviorad Hedthcare Authority for the Region IV
CSBs. The Northwest Virginia program would be managed by the Region Ten CSB for the Region |
CSBs. Each of these proposalsincludes $58,000 in one-time start-up fundsin FY 2003. Each program
projects Medicaid revenues of $77,133 in FY 2003 and $185,120 in FY 2004 for crisis stabilization
services.

Provide Targeted Mental Health and Substance Abuse Servicesin Jails and Juvenile Detention
Centers

The Department needs $1,471,832 in state generd fundsin FY 2003 and $1,471,832 in state generd
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fundsin FY 2004 to provide CSB mentd health and substance abuse case management and medication
management servicesin loca and regiond jails and juvenile detention centers. CSBs surveyed for a Six-
month period from November 1, 2000 to April 30, 2001 estimated that approximately 4,092 adult and
1,056 youth offenders needed some type of menta hedlth service and 6,124 adult and 1,609 youth
offenders needed some type of substance abuse service.

This CSB jail survey data represented 70 percent of jails and 77 percent of juvenile detention centers.
Extrapolating this data satewide, the Department estimates thet:

e 4,747 adult and 1,267 youth offenders need some type of menta health service; and

~

e 7,104 adult and 1,931 youth offenders need some type of substance abuse service.

The Department gpplied existing unit costs to the CSB-identified needed service units to estimate
$18,629,599 would be required to address dl identified needs across al services during the Six-month
survey period. The requested funds would focus only on case management and medication management
services and would provide:

€ Mentd hedth case management services to 1,899 adults and 276 youth offenders and medication
management services to 697 adults and 212 youth offenders; and

€ Substance abuse case management services to 2,438 adults and 374 youth offenders and medication
management services to 119 adults and 16 youth offenders.

Create a Secure Juvenile Mental Health Treatment Program

The Department needs $6,903,952 in state generd fundsin FY 2003 and $1,840,051 in state generd
fundsin FY 2004 to create a secure juvenile menta health trestment program. During the first eight
months of 2001, 31 percent (86 admissions) to the Commonwealth Center for Children and Adolescents
(CCCA) were forendc juvenile admissons. These admissions used 2,283 bed days, or 26 percent of all
CCCA bed days. Ladt year, the Generd Assembly considered legidation to codify the insanity defensein
juvenile court proceedings. Such action, if passed, would likely result in increased numbers of juveniles
admitted to State facilities who are at risk of harming others and who require treetment in amore secure
seiting than is currently possible at CCCA. To address the needs of this population, which presents
serious public safety concerns, funding would be needed to convert an exigting adolescent unit (or pod) at
CCCA to aten bed unit with secure status and to add a new twelve bed secure pod adjacent to the
newly converted pod. This new pod would include space for in-unit dining, recregtiona and school for
juvenilestreated in the two secure units. To support this new program, additiona security and dinica saff
would be required. One-time costs of $900,250 would be required for the pod conversion and
$6,903,952 for the construction of a new pod.

I ncrease the Number of Department Human Rights Advocates

The Department needs $340,000 in state genera fundsin FY 2003 and $680,000 in state genera funds
in FY 2004 to hire five new human rights compliance auditorsin FY 2003 and five additional human rights
advocatesin FY 2004. Currently, 25 advocates provide comprehensive advocacy servicesto over
200,000 individuds receiving services from the fifteen state mentd hedth and mentd retardation facilities
and 450 provider organizetionsin Virginia. The work load of these advocates, particularly the regiona
advocates who dready maintain very high casaoads and cover large geographic aress, is expected to
increase with the new human rights regulations now in effect.
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I ncrease the Number of Department Licensing Specialists

The Department needs $245,450 in state genera fundsin FY 2003 and $245,450 in state genera funds
in FY 2004 to hire four additiond licenang specididts, bringing the tota number of licensing specidigsto
16. These specididgts are needed to monitor regulatory compliance by community providers of mental
hedlth, mentd retardation, and substance abuse services and to license the new services covered by the
revised licensing regulation. Licensing regulaions currently cover over 450 provider organizations that
operate 1,000 services. One-time equipment costs are included in this proposd.

Achieve Compliance with the Health Insurance Portability and Accountability Act (HI PAA)

The Department needs $3,410,004 in state genera fundsin FY 2003 and $1,288,004 in state general
fundsin FY 2004 to enable the Department and each state menta hedlth and mentd retardation facility to
take necessary steps to comply with HIPAA regulatory requirements. The regulations specificaly target
protected hedlth information (PHI) that is patient identifiable. Compliance must be met for the transaction
standards by October 2002. Compliance for the security and privacy regulations must be fully
implemented by April 2003. Mgor actions include:

e Software modifications to transaction processng programs, including billing, payments and
adjustments, and benefit enrollment;

Software modifications that report minimally necessary protected hedth information;

Development of a secure email network that encrypts al email and atachments within a public key
infrastructure (PK1);

Development of software that tracks changes to records, monitors access controls, and records
complaints;

Reengineering of business processes that involve consents, authorizations, disclosures, uses, and
notifications;

Asessment of Department and dtate facility risk management that fully analyzes the legd implications
of HIPAA compliance; and

e Improved physica security of buildings, wards, and offices throughout the 15 facilities and Centrd
Office

This proposal includes $2,122,000 in one-time start-up funding in FY 2003.
I mplement a Sexually Violent Predators Program

The Department needs $9,945,149 in state general fundsin FY 2003 and $4,899,049 in state generd
fundsin FY 2004 to establish a Sexudly Violent Predators Program that with provide speciaized
treatment for individuas who have been civilly committed to the program pursuant to §37.1-70.1 through
§37.1-70.19 of the Code of Virginia. These fundswould support a 30 bed, two ward speciaized
treatment program; a Department office to coordinate the assessment of persons with sexually deviant
disorders and serve as liaison with the Office of the Attorney Generd and the Department of Corrections,
and auniversity-affiliated research project to evauate the efficacy of the assessment and treatment
programs. In FY 2003, $5,046,100 in one-time funds would be required for capita and security
requirements, furnishings, and equipment.

Address I ncreased State Facility Energy Costs
The Department needs $2,000,000 in state generd fundsin FY 2003 and $2,000,000 in state generd

o M

(0]

(0%

(0]

149



fundsin FY 2004 to cover the increased energy-related expenses experienced by state mental health and
mentdl retardation facilities during the past 18 months. These funds would be used to offset costs of fuel
oil, naturd gas, and dectricity. Proper lighting and temperature levels are essentid environmenta
conditions that contribute to effective service ddlivery. Currently, state facilities are using funds budgeted
for other supply and maintenance items and persona servicesto cover these increased codts.
Continuation of this practice will result in delays in preventive maintenance, insufficient inventory levels of
essentia supplies and repair materids, and ddays in refilling vacant positions. This increases the risk to
facility patients and resdents.

Fund Phase Two FMS |1 I mplementation

The Department needs $217,375 in state genera fundsin FY 2003 and $161,775 in Sate genera funds
in FY 2004 to complete the implementation of an updated financia management system, FMS 1, and to
provide for ongoing maintenance cosis.

Address General Fund Medicaid Match Shortfall

The Department needs $13,700,000 in state genera fundsin FY 2003 and $13,700,000 in state general
fundsin FY 2004 to provide match for projected Medicaid collections in sate facilities. The addition of
these generd fund match amounts to the Department of Medica Assistance Budget will enable the
Department to collect projected Medicaid revenue in FY 2003, FY 2004, and the years theresfter.

Address Existing Budget Shortfall at Eastern State Hospital

The Department needs $1,200,000 in state generd fundsin FY 2003 and $1,200,000 in state generd
fundsin FY 2004 to increase the base appropriation of Eastern State Hospital. During the devel opment
of the 1996-1998 hiennium budget, the hospital’ s base gppropriation was reduced due to a declining
census. However, after a Department of Justice review, it was determined that staffing levels were not
sufficient.

The following table summarizes 2002- 2004 biennium resource requirements identified by the
Department:

Proposed Initiative FY 2003 FY 2004 Biennium Total
or Request SGF NGF SGF NGF GF NGF

Enhance MR Training 4,609,696 4,858,001 6,921,467 7294,296 11,531,163 1,215,297
Center Staffing
Discharge 70 State MH 4,956,000 4,956,000 9,912,000
Facility Patients
Discharge 100 MR 3,552,000 3,696,980 3,552,000 3,696,980 7,104,000 7,393,960
Training Center
Residents*
Enhance Region |V Acute 500,000 500,000 1,000,000
Care Project
Enhance DAD Project 105,545 216,050 321,595
Fund Community MH 4,727,000 [ 1,760,693** 9,454,000 [ 3,521,386** 14,181,000 | 5,282,079**
Servicesto Address CSB
Waiting Lists
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Proposed Initiative
or Request

FY 2003
GF NGF

FY 2004
GF NGF

Biennium Total
GF NGF

Fund Community SA Services
to Address CSB Waiting Lists

1,872,450 280,590**

3,744,900 651,180**

5,617,350 841,770**

Develop a Secure Primary SA
Diversion Program

1,000,000

560,000

1,560,000

Fund Community MR
Services For Non-Waiver
Eligible Individuals on CSB
Waiting Lists

3,617,675 1,256,909

7,235,350 2,513,818

10,853,025 3,770,727

Provide Start-Up Funds for
MR Waiver Services

800,000

600,000

1,400,000

Provide MH, MR, and SA
Case Management Services

1,175,461 342,192**

2,350,922 648,384**

3,526,383 | 990,576**

Expand Community
Psychiatric Services

1,500,000 300,000**

1,500,000 300,000**

3,000,000 | 600,000**

Add Two PACT Teams 1,400,000 1,400,000 2,800,000
Establish Prevention 1,500,000 1,500,000 3,000,000
Programs

Expand Accessin CSB to 3,700,000 3,700,000 7,400,000
Atypical Medications

Replicate NVTC Center for 1,800,000 1,400,000 3,200,000
Excellence at Four Training

Centers

Implement Southern Virginia 6,010,000 4,625,000 10,635,000

Regional Community Capacity
Initiative

Implement Eastern Virginia
Regional Community Capacity
Initiative

8,299,302 | 1,229,270**

8,299,302 [ 1,229,270**

16,598,604 | 2,458,540**

Implement Crisis Stabilization 1,443,174 1,111,200 2,554,374
Programsin Region IV and

Region |

Provide Targeted MH and SA 1,471,832 1,471,832 2,943,664
Servicesin Jails and Juvenile

Detention Centers

Create a Secure Juvenile MH 6,903,952 1,840,051 8,744,003
Treatment Program

Increase the Number of 340,000 680,000 1,020,000
Human Rights Advocates

Increase the Number of 245,450 225,450 470,900

Licensing Specialists
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Proposed Initiative FY 2003 FY 2004 Biennium Total
or Request GF NGF GF NGF GF NGF
Achieve Compliance with 3,410,004 1,288,004 4,698,008
HIPAA
Implement a Sexually Violent 9,945,149 4,899,049 14,844,198
Predators Program
Address Increased State 2,000,000 2,000,000 4,000,000
Facility Energy Costs
Fund Phase Two FM S| 217,375 161,775 379,150
Implementation
Address General Fund 13,700,000 13,700,000 27,400,000
Medicaid Match Shortfall
Address Existing ESH Budget 1,200,000 1,200,000 2,400,000
Shortfall
TOTAL $92,002,065 | $13,724,635 | $91,092,352 | $19,855,314 | $183,094,417 | $22,552,949
Notes:

*  These funds would be appropriated to the Department of Medical Assistance Services.
**  Non-general funds include anticipated Medicaid and third party payer fees, direct client fees, and other
revenues for community services.

TERRORISM-RELATED SERVICE AND INFRASTRUCTURE REQUIREMENTS

On September 11, 2001, the United States experienced devastating and horrific terrorist attacks on the
World Trade Center buildingsin New Y ork City, the crash of a highjacked United plane in Pennsylvania,
and the extengve damage to the Pentagon in Arlington County, Virginia. From the first reports a 8:40 am,
each of these attacks was reported live before a ssunned world-wide audience. These attacks represented
thefirg of aseries of assaults on America s safety and security. Though relaively little media attention has
been given to the impact of the explosion at the Pentagon as compared to the destruction of the World Trade
Center or the earlier Oklahoma City bombing, the death toll was subgtantia and many Virginians have been

directly or indirectly affected.

Virginiais uniquely Stuated to be atarget for terrorist attacks. Its citizens are vulnerable to air attacks,
bio-terrorism, bombs, and other known and unknown forms of purposeful mass and targeted destruction.
As neighbors to the Federa Government and dl of itsrelated partners, contractors, and constituent
representatives, the Northern Virginia area has proven to be aprime target. Additiondly, Northern Virginia
is home to a sgnificant portion of the digitd and telecommunications world-wide industry. The greater
Tidewater area of Virginiais home to alarge conglomeration of military ingalations, including the largest
military nava basein theworld. The Centra Virginia area dso contains Sgnificant military ingalations.

These terrorigt atacks have affected families across Virginia, including families with loved onesin the
military or in the Nationa Guard whose units have been cdled to duty. Many other Virginians dso have
experienced fedings of fear for thair persond and family safety. These fedings have been heightened by
widespread media coverage of the terrorist attacks, the abrupt change that has occurred in the regiond
economy, and the ongoing anthrax thregts.

The events that began on September 11™ also can stimulate, and in fact have aready triggered,
psychotic behavior in vulnerable populations, including adults with serious mentd illnesses, children with
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serious emotiond disturbances, and individuals with existing substance abuse problems. The service and
support needs of these at-risk populaions will continue to change over time. Consequently, long-term
mental hedlth and substance abuse services that are comprehensive and far reaching are an important
element of the recovery process.

Following the terrorist attacks of September 11, 2001, the Department received $50,000 in federal
funds to assess terrorism-related menta hedlth service needsin Virginia. The completed Virginia
Terrorism-Related Mental Health Needs Assessment was submitted to the Center for Mental Hedlth
Services (CMHY) of the Department of Health and Human Services (DHHS) Substance Abuse and
Menta Hedth Services Adminigration (SAMHSA) on November 26, 2001.

Survey of Community Organization Response Activities and Mental Health and Substance
Abuse Disaster Response Service Needsin Northern Virginia

This assessment described mental hedlth and substance abuse interventions in the Northern Virginia
region since the September 11" attacks. 1t also identified specific service capacity requirements for
individuals who need short-term and longer-term assistance in dedling with the September 11™ terrorist
attack and its aftermath. The Northern Virginia CSBs estimated that 35,776 resdentsin the areas they
serve may need mental health or substance abuse services as aresult of the September 11" terrorist
attacks and subsequent bio-terrorist threats and events. These CSBs provided detailed projections of
needed mental hedlth and substance abuse services, based on their experience to date.

The needs assessment included structured key informant interviews of 72 Northern Virginia
organizetions, including the American Red Cross, Sdvation Army; CSBs; locdl police, fire and rescue,
hedlth, human, and socid services agencies; private menta health and substance abuse providers, and
community and faith-based organization. These organizations were asked about services they provided
and planned to provide to specific population groups in response to the September 11" attack. They aso
were asked to provide numbers of individuas who sought mental hedlth or substance abuse services and
whether such services were available to them. This survey was conducted during the last weeks of
October and the first week of November 2001.

The 72 community and menta health organizations participating in the survey estimate that they
served over 17,000 people. Thisis undoubtedly a duplicated count that overstates the actual number of
persons served because there was extens ve cooperation among the responding organizations. Key
informants for 51 organizations reported that they provided assistance to the same people that other
community organizetions had helped. In dl, 69 organizations were identified as helping people who were
aso helped by the responding organizations. Among the most frequently mentioned organizations were
the American Red Cross, CSBs and their community menta health centers, loca Departments of Socid
Sarvices, the Sdvation Army, and faith-based organizations.

These organizations reported that they worked with a wide range of people, most frequently:
e Families, friends, and neighbors - reported by 53 organizations,

e Peasonsliving or working in the proximity of the Pentagon or other potentia targets - reported by 50
organizations,

(0%

Persons who are unemployed due to terrorist activities - reported by 48 organizations,

€ Individuaswho, because of their nationd origin or Idamic faith, have experienced or may fed that
they might be targets of misplaced anger or verba or physical abuse - reported by 44 organizations.
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When asked about the types of services they offered, the key informants reported that their
organizations provided an array of services in response to the terrorist activities since September 11
The most frequently mentioned services named by the 72 responding organizations included activities to
grengthen the community, criss counsding, outreach, and activities to srengthen families. Of the
participating organizations, 58 indicated that they planned to continue to offer servicesin the future to
persons affected by terrorist activities.

Since the reason for conducting the survey was to assess the need for menta hedth services,
additiona analysis was conducted on the mental hedlth key informants’ responses. Sixteen mentd hedth
organizations that participated in the survey reported that they had served over 4,700 people, a duplicated
count given the extent to which the responding organizations reported that they were serving the same
people. These 16 organizations represent the five Northern Virginia CSBs, two speciadized programs
within the CSBs, two employee ass stance programs, five private providers, and two hospitas offering
menta hedlth services.

To derive an estimate of the unduplicated number of persons served by menta health organizations,
the needs assessment made severd adjustments to the origina estimates. Based on Fairfax County and
Immigration and Naturaization Service data, one-third of the “individuals who, because of their nationd
origin or Idamic faith, have experienced of may fed that they might be targets of misplaced anger or
verbal or physical abuse” were presumed to overlap with “immigrants who have come to Northern
Virginiato get away from conflict and danger.” Because the survey responses indicate extensive
cooperaion among the five Northern Virginia CSBs and the Northern Virginia Menta Hedth Ingtitute, the
unduplicated count assumes 100 percent overlap among these entities. Findly, avaue of 200 was
assigned to the survey responses of “over 200,” which underestimates both the duplicate and
unduplicated counts. Given these assumptions, it is conservatively estimated that 3,223 persons received
terrorism-related services from mental heglth organizations.

Proposed Terrorism-Related Services System Enhancements

In addition to the identification of specific service needsin the Northern Virginiaregion, this needs
assessment proposed specific recommendations for service system enhancements at both the sate and
locd levels. These syslem enhancements, if implemented, would:

e EnableVirginia smenta hedth, menta retardation, and substance abuse services system to better
understand and prepare for the heightened threat potentia facing the Commonwedth, and

e Edablish sructures and relationships that will assure an immediate, effective, and coordinated
response to terrorism-related and other mgjor disasters.

The Department convened focus groupsin Northern Virginia, Centra Virginia, and Tidewater. Each
group included public and private menta hedlth and substance abuse providers, state and local emergency
management coordinators; police, fire and rescue organizations; the American Red Cross; school system
representatives, U.S. Navy Heet and Family Support Centers; and community and faith-based
organizations. Each focus group met twice to describe lessons learned from Virginid s current experience
in responding to the September 11" aitack, assess gapsin Virginia s current mental heelth and substance
abuse disaster response capability, identify gaps and vulnerabilities regarding future terrorist attacks, and
recommend service system enhancements.
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Recommendations for system level enhancements and strategies were made in the following aress.
planning and preparedness, data collection and needs assessment, outreach and public education, school-
based preparedness and response, and mental health and substance abuse services response.

Special Psychiatric | mmediate Response, I ntervention, and Treatment (SPIRIT) Teams

The needs assessment included specific recommendations for the development and implementation of
Specia Psychiatric Immediate Response, Intervention, and Trestment (SPIRIT) Teamsin Virginia. These
teams would provide a regiondly-based structure to prepare for, organize, and activate an immediate
psychiatric response that will provide intensive menta hedlth intervention and trestment to first responders
and victims of catagtrophic events. Four SPIRIT Teams are recommended, three in the densdy
populated regions of Northern Virginia, Centrd Virginia, and Tidewater, and the fourth in southwestern
Virginia
Recommended Terrorism-Related Service and I nfrastructure Requirements

The needs assessment recommended statewide service and infrastructure requirements that must be
in place to respond to the new challenges and responghilities of the Department and community services
boards associated with terrorismrrelated actions. With the September 11" terrorist attack and
subsequent events, the current missons of state mental hedlth authorities and CSBs have been challenged.

Along with maintaining traditiona responghilities for serving adults with the most serious mentd illnesses
and youth with serious emotiona disturbance, state and local menta hedlth providers are finding
themsdlves caled upon to provide outreach and targeted interventions to personsin the generd public
who are experiencing fears, anxieties, and depression arising from the recent terrorism events.

Because many individuas will not seek services from menta hedlth providers, CSBswill need to
provide targeted interventions with and support to and through a variety of community organizations
(including churches, schools, and civic associations) to which people who have been affected by terrorism
will turn for assistance and support. Many of these community organizations are not equipped to provide
needed levels of assistance and support on their own. CSBswill not be able to assume this additiona
menta hedth tertiary prevention responsibility without new resources.

Experience from Oklahoma City indicates that mental hedlth and substance abuse needs are likely to
increase substantialy over the next year and will last for an extended period of time. An effective and
appropriate response to these needs and new respongbilities by state mental health and substance abuse
authorities should be supported financidly by the federd government as part of its nationa defense
respongbilities to combat and respond to terrorism.

Because the magnitude and duration of this event is unprecedented, it is admost impossible to
accurately predict the future mentd health and substance abuse service needs that will result from the
terrorist attacks of September 11™ and subsequent bio-terrorist thrests and actions. The Department has
identified a number of specific service and infrastructure requirements totaling $53,835,758. These
requirements would:

~

€ Respond to anticipated long-term menta health and substance abuse service needs resulting from the
attacks of September 11™ and the continuing terrorist threats and activities; and

e Enable the Commonwedth to implement many of the systemic enhancements and infrastructure
recommendations discussed in the needs assessment.
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The mentd hedlth and substance abuse services listed below incorporate lessons learned from

Oklahoma City, input from focus group participants, and recommendations of the SPIRIT Team work
group.

o o O
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~
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SPIRIT Team development and implementation;
Deveopment of five regiond resdentid crisis sabilization programs,
Expanded ability of CSBs across the Commonwedl th to provide emergency services,

Expanded ability of CSBs across the Commonwedlth to provide outpatient menta health and
substance abuse services,

Expanded ability of CSBs across the Commonwedlth to provide menta health and substance abuse
case management services,

Expanded ability of CSBsto provide targeted longer-term critical incident stress management follow-
up services for September 11 first responders;

Development and dissemination of information that promotes public awareness and education on
terrorism response and preparedness in the Commonwedlth;

Expanded behaviora consultation servicesto assst providers of servicesto persons with mental
retardation to address the anxiety and behaviord manifestations associated with this disaster in their
CONSUMEs,

Increased availability of psychiatric services across the Commonwedth;
Enhanced substance abuse diversion and hospital-based detoxification services,

Expanded ability of CSBs across the Commonwedlth to provide in-home menta hedth and
substance abuse services for children, adolescents and families,

Increased capacity of existing Programs of Assertive Community Trestment (PACT) teamsto
provide substance abuse services,

Deveopment of specidized assertive community trestment for consumers with dua diagnoses of
mentd illness and substance abuse or dependence in Northern Virginia;

Expanded ability of CSBsto provide residential and respite services for children, adolescents, and
families,

Expanded ability of CSBsto provide prevention services and support prevention training and
technical assstance activities,

Support for the development and implementation of targeted training for mental hedlth and substance
abuse professonds to enhance their ability to effectively and gppropriately respond to terrorism and
its impact on consumers, responders and aid workers, families, and communities; and

Establishment and support for planning and coordination of disaster response and recovery activities.

Appendix H provides a detailed listing of terrorism-related service and infrastructure needs identified by
the Department.
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VI. Conclusion

This document responds to the requirement in §37.1-48.1 of the Code of Virginia for asx-year
Comprehensive State Plan for menta health, mental retardation, and substance abuse services that
identifies the services and supports needs of persons with mental illnesses, mentd retardation or acohol or
other drug dependence or abuse problems across the Commonwedlth; defines resource requirements; and
proposes strategies to address these needs. The directions established in the Comprehensive State Plan
for 2002-2008 would enable the Commonweslth to acce erate the shift to a more community-based
system while preserving the important roles and service responsbilities of state menta health and menta
retardation facilitiesin Virginid s public services sysem.

In this plan, the Department continues to emphasize the trangtion toward a community-based system
of care where services emphasize each consumer’s movement toward recovery, self-determination, and
integration into life and work in the community, to the extent possible given the nature of his disability and
individua circumgtances. State menta hedth and mentd retardation facilities will continue to play an
important role in this community-based system of care. State facilities will continue to provide extended
and intensve longer-term rehabilitation and habilitation services and afull range of inpatient forensc mentd
hedlth services. Even with the trangtion of acute psychiatric inpatient services from state menta hedlth
facilities to community hospitals where possible, sate menta hedlth facilities will continue provide acute
psychiatric servicesto individuals for whom loca acute psychiatric services in community hospitals are not
available or appropriate for their needs.

A delicate balance has been achieved between dtate facility and community services. On the Sate
facility Sde, thisbdance is based on smdler community demand for state hospital inpatient psychiatric
services, reduced state facility average daily censuses, improved quaity of sate facility care, and dightly
larger gppropriations. On the community side, this balance is based on gresatly increased appropriations,
expanded targeted services, diversions of ingppropriate state facility admissions, and more use of private
sector inpatient psychiatric beds. This baance isfounded on current policy directions, economicsin the
public and private sectors, and the need to:

~

€ Mantain qudity and protect services in date facilities in order to avoid greater costs from future court
consent decrees or Olmstead-related decisions,

€ Sudain the capacity of CSBs; and
e Continue support and development of targeted services.

While the past four years have been characterized by broad-based growth and expansonin an
extremely favorable economic climate, that climate is changing dramatically as aresult of the deceleration
of the economy that began this summer and has continued in the aftermath of the tragic events of
September 11™. To the extent possible, the policy agenda for publicly-funded menta hedlth, mental
retardation, and substance abuse services for the next biennium needs to focus on two key themes:

e Sudainability of the progress that has been achieved, epecidly for consumers and family members
who have benefited from the expangion and improvement of services during the past four years, and

e Clearly focused growth and development efforts to address, to the extent possible, the critica issues
facing Virginia s menta hedth, menta retardation, and substance abuse services system.

The Comprehensive State Plan for 2002-2008 continues the direction st forth in the 2000-2006
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Comprehensive Sate Plan to change an essentialy open-ended services system into one that targets
resources to those who need services the most and to increase community options and consumer choice;
supports opportunities for consumer and family member education, training and participation; promotes
collaborative activities with other agencies and services systems and private sector devel opment; improves
services oversight and accountability; advances quality improvement and care coordination; and addresses
system adminidrative and infrastructure issues.
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Appendix A

Maps of Community Services Boardsand State Mental Health and Mental
Retardation Facility Service Areas




Virginia Community Services Boards

1 Alexandria 11 Danville-Pittsylvania 21  Highlands 31 Prince William

2 Alleghany Highlands 12  Dickenson 22  Loudoun 32 Rappahannock-Rapidan
3 Arlington 13  District 19 23  Mid Peninsula-Northern Neck 33  Rappahannock Area

4 Blue Ridge 14  Eastern Shore 24  Mount Rogers 34 Region Ten

5 Central Virginia 15 Fairfax-Falls Church 25  New River Valley 35 Richmond

6 Chesapeake 16  Goochland-Powhatan 26  Norfolk 36 Rockbridge Area

7 Chesterfield 17  Hampton-Newport News 27  Northwestern 37 Southside

8 Colonial 18 Hanover 28  Piedmont 38 Valley

9 Crossroads 19  Harrisonburg-Rockingham 29  Planning District 1 39 Virginia Beach

10 Cumberland Mountain 20 Henrico Area 30 Portsmouth 40 Western Tidewater



State Mental Health & Mental
Retardation Facilities

A WDN PP

ol

Facility

Catawba Hospital (CH)

Central State Hospital (CSH)
Central VA Training Center (CVTC)
Commonwealth Center for Children
and Adolescents (CCCA)

Eastern State Hospital (ESH)

Hiram W. Davis Medical Center
(HWDMC)
Northern VA MH Institute (NVMHI)

14 g 10
i il ﬂ &

L ocation Facility L ocation
Catawba 8 Northern VA Training Center (NVTC) Fairfax
Petersburg 9 Piedmont Geriatric Hospital (PGH) Burkeville
Madison Heights 10 Southeastern VA Training Center (SEVTC) Chesapeake
Staunton 11 Southern VA Mental Health Institute Danville
Williamsburg 12 Southside VA Training Center Petersburg
Petersburg 13 Southwestern VA MH Institute Marion
Falls Church 14 Southwestern VA Training Center Hillsville



Appendix B
Community Services Board Services Utilization and
Condensed Cor e Services Taxonomy 6 Definitions

Community services boards (CSBs) offer varying combinations of Six core services, directly and
through contracts with other organizations. Tables 1 and 2 display the growth of community services,
by program area. Tables 3, 4, 5, and 6 digplay information about consumers served, static capacities,

units of service provided, and consumer levels of functioning in SFY 2000, which started on duly 1,
1999. Table 7 displaystrendsin numbers of consumers served between SFY 1986 and 2000.

Services, beds, and dots are defined in Core Services Taxonomy 6. All tables show actua data,
derived from 4th quarter performance reports submitted by CSBs.

TABLE 1. CONSUMERSSERVED BY COMMUNITY SERVICES BOARDS1

Fiscal Y ear Mental Mental Substance Total
Health Retardation Abuse
1986 135,182 20,329 52,942 208,453
1988 161,033 22,828 80,138 263,999
1990 152,811 30,198 101,816 284,825
1992 160,115 271,525 78,358 265,998
1994 168,208 28,680 87,166 284,054
199% 174,126 30,006 90,750 294,882
1998 185,647 32,509 96,556 314,712
2000 180,783 26,086 88,358 295,227
TABLE 2: STATIC CAPACITIESIN COMMUNITY SERVICESBOARD
2
PROGRAMS
Mental Health Mental Retardation Substance Abuse
Fiscal
Year Beds Slots Beds Slots Beds Slots
1986 706 1772 792 5,106 715 181
1988 688 1,820 948 2,581 679 105
1990 942 2,189 1,282 2,847 877 338
1992 994 1925 1,276 2,768 873 366
1994 1,096 1,888 1,322 3152 8% 418
199% 1,004 2,128 1,435 3904 1124 387
1998 836 2,534 1,403 3,834 1,058 373
2000 828 2371 751 2,144 975 819
NOTES:

1 Consumers served are not unduplicated numbers of individuals. Some receive more than one type of

service within a program area and sometimes receive services in more than one program area.

2. Many decreases in static capacities result from changesin definitions and improved accuracy in reporting.
For example, static capacity in MR day support changed from number of clients to number of slots.

3. In several instances, decreases in static capacity result from shiftsin program resources. For example, the
decline in mental retardation slots reflects moving resources from sheltered employment, measured in slots,
to supported employment services, an hourly service with no static capacity. Theincreasein FY 1994
reflects the addition of another day support subcategory, group model supported employment, that does
count slots.
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TABLE 3: COMMUNITY SERVICESBOARD CONSUMERS SERVED IN FY 2000
BY CORE SERVICE

Program Area| Mental Mental Substance
Core Service Health Retardation Abuse TOTAL
Emergency Services 47,881 10 9,337 57,228
Local Inpatient 1,554 12 1,566
Community Hospital-Based Detox 135 135
TOTAL Local Inpatient Services 147 1,701

Outpatient Services

78,520

Intensive In-Home Services

Case Management

10,701

Assertive Community Treatment

Methadone Detoxification

\
\

122,553

411

Opioid Replacement Therapy 1,493 1,493
TOTAL Outpatient & Case Management 118,370 188,668
Day Treatment/Partial Hospitalization 587 2,533
Therapeutic Day Treatment - C& A 820

Rehabilitation Services 5,234 533

Sheltered Employment Services 73 1,329

Supported/Transitional Employment 705 1,428

Supported Employment - Group Models 21 598

Alternative Day Support Arrangements 257 755 241 1,253
TOTAL Day Support Services 7,697 4,643 2,187 14,527
Highly Intensive Residential Services 310 59 7,108 7,477
Intensive Residential Services 259 241 4527 5,027
Supervised Residential Services 1,809 355 252 2,416
Supportive Residential Services 2,038 1,212 877 4127
Family Support Services 67 2,183 172 2,422
TOTAL Residential Services 4,483 4,050 12,936| 21,469
Early Intervention Services 798 6,538 4,298 11,634
TOTAL Consumers Served * 180,783 26,086 88,358 295,227
TOTAL Unduplicated Consumers 118,210 22,036 61,361 201,607

Consumers served are not unduplicated numbers of individuals. Some consumers receive more

than one type of service and sometimes recelve services in more than one program area.
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TABLE 4 COMMUNITY SERVICESBOARD STATIC CAPACITIESIN FY 2000 BY

CORE SERVICE

Core Service

Program Area

Mental
Health

Mental
Retardation

Substance
Abuse

TOTAL

Local Inpatient

28

Community Hospital-Based Detox

TOTAL Local Inpatient Services Beds

Day Treatment/Partial Hospitalization

Therapeutic Day Treatment - C&A

Rehabilitation Services

Sheltered Employment Services

Supported Employment - Group Models

TOTAL Day Support Services Slots 2,371 2,144 319 4,834
Highly Intensive Residentid Services 57 65 208 330
Intensive Residential Services 131 425 674 1,230
Supervised Residential Services 612 261 93 966
TOTAL Residential Services Beds 800 751 975 2,526
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TABLES: COMMUNITY SERVICESBOARD SERVICESPROVIDED IN FY 2000

BY CORE SERVICE

Program Area| Mental Mental Substance
Core Service/Unit of Service Health Retardation Abuse TOTAL
Emergency Consumer Service Hours 312,232 342 56,252 368,826
Local Inpatient 10,256 39 10,295
Community Hospital-Based Detox 723 723
TOTAL Local Inpatient Service Bed Days 762 11,018
Outpatient Services 781,237 510,206| 1,294,222

Intensive In-Home Services

225,777

Case Management

Assertive Community Treatment

Methadone Detoxification

265,742

13,786

225,777
1,045,560

13,786

Opioid Replacement Therapy 67,787 67,787
TOTAL OP & CM Cons. Service Hours 1,695,431 723,053| 2,686,915
Day Treatment/Partial Hospitalization 87,609 318,719| 406,328
Therapeutic Day Treatment - C&A 305,940 305,940
Rehabilitation Services 2,516,387 485,751 3,002,138
TOTAL Day Support Hours 2,909,936 485,751 3,714,406
Sheltered Employment Services 10,947 205,247 216,194
Supported Employment - Group Models 1,904 98,707 100,611
TOTAL Day Support Days of Service 12,851 303,954 316,805
Supported/Transitional Employment 33,932 122,389 156,321
Alternative Day Support Arrangements 7,594 61,522 10,696 79,812
TOTAL Day Support Cons. Service Hours 41,526 183,911 10,696 236,133
Highly Intensive Residential Services 10,757 20,256 50,720 81,733
Intensive Residential Services 40,623 78,818 201,677 321,118
Supervised Residential Services 189,616 79,260 27,377 296,253
TOTAL Residential Bed Days 240,996 178,334 279,774 699,104
Supportive Residential Services 140,726 134,200 15,962| 290,888
TOTAL Residential Cons. Service Hours 140,726 134,200 15,962| 290,888
Prevention Services 35,974 4,399 270,706 311,079
Early Intervention Services 16,100 232,591 33,117| 281,808
TOTAL Prev. & E.I. Cons. Service Hours 52,074 236,990 303,823| 592,887
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TABLE 6: LEVELSOF FUNCTIONING/DISABILITY FOR CONSUMERS SERVED BY
CSBsIN FY 2000

Mental Health Substance Abuse Mental
AXxis5 Number | Percent Axis5 Number | Percent Retardation
81-90 771 0.73 81-90 525 0.96

71-80 3,595 3.40 71-80 2,560 4.66 Mild 4,236
61-70 15,874 15.01 61-70 9,596 17.46 Percent 42.74
51 - 60 35,434 33.50 51 - 60 19,462 3541 Moderate 3,161
41-50 28,112 26.58 41-50 14,541 26.46 Percent 31.89
31-40 12,394 11.72 31-40 4,054 7.38 Severe 1,568
21-30 6,130 5.79 21-30 3,374 6.14 Percent 15.82
11-20 2,564 2.42 11-20 571 1.04 Profound 947
1-10 908 0.86 1-10 280 0.51 Percent 9.55
TOTAL 105,782| 100.00 TOTAL 54,963| 100.00 TOTAL 9,912
Percent 100.00
Unknown * 12,428 Unknown 2 8,611
NOTE® 118,210 GRAND TOTALS NOTE * 18,523

All figures above reflect unduplicated consumer counts.

NOTES:
! Most unknowns received emergency services, where it is often difficult to obtain information about level of

functioning due to the nature of this service.

Includes unknown for 6,127 infants or toddlers in early intervention services for whom determining a level

of disability is not appropriate.

3 Of this total, 84,224 adults were identified as having serious mental illnesses and 24,055 children and

adolescents were identified as having serious emotional disturbances.

The difference between the grand total shown here and the total unduplicated number of consumers with

mental retardation (22,036) shown in preceding tables is the result of collecting levels of care rather than

mild, moderate, severe, and profound levels of functioning for consumers in the Medicaid MR Home and

Community-Based Waiver (3,513 individuals).

Appendix B - 5



TABLE 7: TRENDSIN NUMBERSOF INDIVIDUALS SERVED BY CSBS

Mental Mental Substance
FY Health Retardation Abuse TOTAL

Undupl. Dupl.| Undupl. Dupl.| Undupl. Dupl.| Undupl. Dupl.
1986 NA| 135,182 NA| 20,329 NA| 52,942 NA| 208,453
1987 NA| 136,440 NA| 22,336 NA| 60,169 NA| 218,945
1988 110,082| 161,033 14,354| 22,828 57,363| 80,138 181,799| 263,999
1989 107,892| 157,825 17,361| 27,610 62,905 87,878 188,158| 273,313
1990 NA| 152,811 NA| 30,198 NA| 101,816 NA| 284,825
1991 NA| 161,536 NA| 28,539 NA| 103,288 NA| 293,363
1992 NA 160,115 NA| 27,525 NA 78,358 NA| 265,998
1993 105,389| 158,115 19,010| 27,696| 55871| 80,271 180,270| 266,082
1994 107,131 168,208 19,742 28,680 59,471| 87,166| 186,344 284,054
1995 106,637 177,320 18,572 29,141 61,463| 88,471| 186,672| 294,932
1996 116,344 174,126 19,169| 30,006| 64,309 90,750| 199,822 294,882
1997 115,169| 179,500{ 20,557 30,655| 63,040 90,099| 198,766 300,254
1998 119,438 185,647 20,983| 32,509| 68,559 96,556| 208,980| 314,712
1999 112,729 178,334 21,772| 33,087| 64,899 93,436| 199,400| 304,857
2000 118,210| 180,783 22,036| 26,086 61,361| 88,358 201,607| 295,227

NOTES

1. Unduplicated counts of consumers were not collected by the Department every year. The NA notations
show years in which this information was not collected.

2. Unduplicated (Undupl.) numbers of individuals are the total number of consumers receiving servicesin a
program (mental health, mental retardation, and substance abuse services) area, regardless of how many
services they received. If aperson with adua diagnosis (e.g., mental illness and substance abuse) received
services in both program areas, he would be counted twice.

3. Duplicated (Dupl.) numbers of individuals are the total numbers of consumers receiving each category or

subcategory of core services. Thus, if a person received outpatient, rehabilitation, and supervised residential

services, he would be counted three times, since he received three services. These totals are added to
calculate a total number for each program area.
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CONDENSED CORE SERVICES TAXONOMY 6 DEFINITIONS

EMERGENCY SERVICES are unscheduled, and in some instances scheduled (e.g., crisis stabilization), mental health,
mental retardation, or substance abuse services, available 24 hours per day and seven days per week, that provide
crisis intervention, stabilization, and referral assistance over the telephone or faceto-face, if indicated, to individuals
seeking such services for themselves or athers. Emergency services may include walk-ins, home visits, jall
interventions, and pre-admission screenings and other activities for the prevention of ingtitutionalization or associated
with the judicial commitment process.

LocAL INPATIENT SERVICES deliver mental health or substance abuse services on a 24 hour per day basisin a
hospital setting.

€ Acute Psychiatric or Substance Abuse services provide intensive short term psychiatric treatment, including
services to persons with mental retardation, or substance abuse treatment, except for detoxification, in local
hospitals through contractual arrangements. These services may include intensive stabilization, evaluation,
chemotherapy, psychiatric and psychological services, and other supportive therapies provided in a highly
structured and supervised setting.

(0]

Community-Based Substance Abuse Medical Detoxification services use medication under the supervision of
medical personnel to systematically eliminate or reduce effects of acohol or other drugsin the body in loca
hospitals or other 24 hour care facilities.

OUTPATIENT AND CASE MANAGEMENT SERVICES provide mental health, mental retardation or substance abuse
services, generally in sessions of less than three consecutive hours, to individuals in a non-residential setting.

€ Outpatient services are generally provided to consumers on an hourly schedule, on an individual, group, or
family basis. Outpatient services may include diagnosis and evaluation, intake and screening, counseling,
psychotherapy, behavior management, psychological testing and assessment, and medication services, which
include prescribing and dispensing medications and medication management.

(0]

Intensve In-home services are time-limited (usually between two and six months) family preservation
interventions for children and adolescents with or at risk of serious emotional disturbance, including such
individuals who also have a diagnosis of mental retardation. In-home services are provided typically but not
solely in the residence of an individual who is at risk of being moved into an out-of-home placement or who is
being transitioned to home from an out-of -home placement. These services provide crisis treatment; individual
and family counseling; life, parenting, and communication skills; case management activities and coordination
with other required services; and 24 hour per day emergency response.

(0]

Methadone Detoxification services combine outpatient treatment with the administering or dispensing of
methadone as a substitute narcotic drug in decreasing doses to reach a drug free state in a period not to exceed
180 days.

(0]

Methadone Maintenance services combine outpatient treatment with the administering or dispensing of
methadone as a substitute narcotic drug at relatively stable dosage levels for a period in excess of 180 days.

0]

Case Management services assist individuals and their family members in accessing needed services that are
responsive to individual needs. Services include: identifying and reaching out to potential consumers; assessing
needs and planning services; linking the individual to services and supports; assisting the person directly to
locate, develop or obtain needed services and resources; coordinating services with other providers; enhancing
community integration; making collateral contacts; monitoring service delivery; and advocating for people in
response to their changing needs.
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DAY SUPPORT SERVICES provide structured programs of treatment, activity, or training services, generally in
clusters of two or more continuous hours per day, to groups or individuals in a non-residential setting.

€& Day Treatment/Partial Hospitalization is a treatment program that includes the major diagnostic, medical,
psychiatric, psychosocial, and prevocational and educational treatment modalities designed for adults with
serious mental or alcohol or other drug abuse disorders who require coordinated, intensive, comprehensive, and
multi-disciplinary treatment of pathological conditions that is not provided in outpatient services.

Therapeutic Day Treatment for Children and Adolescentsis a treatment program that serves children and
adolescents (ages 0 through 17) with serious emotional disturbances or children at risk (ages O through 6) of
serious emotional disturbance in order to combine psychotherapeutic interventions with education and mental
health treatment. Services include: evaluation; medication education and management; opportunities to learn and
use daily living skills and to enhance social and interpersonal skills; and individual, group, and family counseling.

(0]

Rehabilitation programs include a variety of training opportunities in two modalities.

(0]

Psychosocial rehabilitation programs provide certain basic opportunities and services - assessment,
medication education, opportunities to learn and use independent living skills and to enhance social and
interpersonal skills, family support and education, vocational and educational opportunities, and advocacy -
in a supportive environment in the community focusing on normalization. Psychosocid rehabilitation
emphasi zes strengthening the person's abilities to deal with everyday life rather than focusing on treating
pathological conditions.

Day Health and Rehabilitation programs provide planned combinations of individualized activities, supports,
training, supervision, and transportation to people with mental retardation to improve their condition or to
maintain an optimal level of functioning as well as to ameliorate the individua's disabilities or deficits by
reducing the degree of impairment or dependency. Specific components of this service develop or enhance
the following skills: self care and hygiene, eating, toileting, task learning, community resource utilization,
environmental and behaviord skills, and medication management, and transportation.

(0]

Sheltered Employment or Work Activity programs provide work in a non-integrated setting that is compensated
in accordance with the Fair Labor Standards Act for individuals with disabilities who are not ready, are unable,
or choose not to enter into competitive employment in an integrated setting. This service also includes the
development of social, personal, and work-related skills based on an individualized consumer service plan.

Supported Employment-Group Model programs provide work to a small group (three to eight people) of
individuals at a job site in the community or at dispersed sites within an integrated setting. Integrated setting
means opportunities exist for consumers in the immediate work setting for regular contact with non-disabled
individuals who are not providing support services. The consumers may be employed by the employer or by the
vendor of supported employment services. Ongoing support services are provided by an employment specialist
who may be employed by the employer or by the vendor. Models include mobile and stationary crews, enclaves,
and small businesses (entrepreneurial).

(0]

Supported Employment programs provide work to a single consumer placed in an integrated work setting in the
community. The consumer is employed by the employer. On-going support services that may include
transportation, job-site training, counseling, advocacy, and any other supports needed to achieve and to maintain
the consumer in the supported placement are provided by an employment specialist, co-workers of the
supported employee, or other qualified individuals.

(0]
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Alternative Day Support Arrangementsare day support alternatives not included in the preceding subcategories.
They assist people to locate day support settings and may provide program staff, follow along, or assistance to
these individuals. The focus may be on assisting the person to maintain an independent day support
arrangement. This subcategory also includes Education/Recreation services providing education, recreation,
enrichment, and leisure activities daily, weekly, or monthly, during the summer or throughout the year.

RESIDENTIAL SERVICES provide overnight care in conjunction with an intensive treatment or training program in a
setting other than a hospita or training center or overnight care in conjunction with supervised living or other
supportive residential services.

e

(0]

e

Highly I ntensive Residential Services provide overnight care in conjunction with intensive treatment or training
services. These services include: Mental Health Residential Treatment Centers such as short term intermediate
care, crisis stabilization, residential aternatives to hospitalization, and dually diagnosed programs where intensive
treatment rather than just supervision occurs; Intermediate Care Facilities for Mentally Retarded persons
(ICF/MR) that deliver active habilitative and training services in a community setting; and Socia Detoxification
Programs that systematically reduce or eliminate the effects of alcohol or other drugs in the body (returning the
person to a drug-free state) in a specialized non-medical facility with physician services available when required
and normally last up to seven days.

Intensive Residential Services provide overnight care in conjunction with treatment or training that is less intense
than the first subcategory and include the following types of services.

Primary Care offers substance abuse rehabilitation services that normally last no more than 30 days.
Services include intensive stabilization, daily group therapy and psychoeducation, consumer monitoring,
case management, individual and family therapy, and discharge planning.

Intermediate Rehabilitation is a substance abuse psychosocia therapeutic milieu with an expected length of
stay up to 90 days. Services include supportive group therapy, psychoeducation, consumer monitoring,
case management, individual and family therapy, employment services, and community preparation services.

Long-Term Habilitation is a substance abuse psychosocial therapeutic milieu with an expected stay of 90 or
more days that provides a highly structured environment where residents, under staff supervision, are
responsible for daily operations of the facility. Servicesinclude intensive daily group and individua therapy,
family counseling, and psychoeducation. Daily living skills and employment opportunities are integral
components of the treatment program.

Group Homes/Halfway Houses are facilities of five or more beds that provide identified beds, supported or
controlled by CSBs, and 24 hour supervision for individuals who require training and assistance in basic
daily living functions such as meal preparation, persona hygiene, transportation, recreation, laundry, and
budgeting. The expected length of stay normally exceeds 30 days.

Supervised Residential Services offer overnight care in conjunction with supervision and services and include
the following types of services.

Supervised Apartments are directly-operated or contractual, licensed or unlicensed, residential programs that
place and provide services to individuals in units that are owned, rented, leased, or otherwise controlled by
the licensed service provider. The length of stay normally exceeds 30 days.

Domiciliary Care provides food, shelter, and assistance in routine daily living but not treatment or training in
facilities of five or more beds. Thisis primarily along-term setting with an expected length of stay
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exceeding 30 days. Domiciliary care is a less intensive program than a group home or supervised
apartment; an example would be a licensed adult care residence funded by a community services board.

Emergency Shelter/Residential Respite programs provide identified beds, supported or controlled by CSBs,
inavariety of settings reserved for short term stays, usually severa days to no more than 21 consecutive
days.

Soonsored Placements place people in residential settings and provide substantial amounts of financial,
programmatic, or service support. Examples include individualized therapeutic homes, speciaized foster
care, family sponsor homes, and residential services contracts for specified individuals. The focusis on
individual consumer residential placements with an expected stay exceeding 30 days.

€ Supportive Residential Services are unstructured services that support individuals in their own housing
arrangements. These services normally do not involve overnight care delivered by a program. However, due to
the flexible nature of these services, overnight care may be provided on an hourly basis.

In-Home Respite provides care in the homes of people with mental disabilities or in a setting other than that
described in residential respite services above. This care may last from severa hours to severd days and
alows the family member care giver to be absent from the home.

Supported Living Arrangements are residential aternatives not included in other types of residential services.
They assist people to locate or maintain residential settings where access to beds is not controlled by CSBs
and may provide program staff, follow along, or assistance to the person. The focus may be on assisting
the individua to maintain an independent residential arrangement. Examples include homemaker services,
public-private partnerships, PATH grant outreach and support services, and non-CSB subsidized apartments
(e.g., HUD certificates).

€& Family Support offers assistance for families who choose to provide care at home for family members with
mental disabilities. Family support is a combination of financial assistance, services, and technical supports that
alows families to have control over their lives and the lives of their family members. The support should be
flexible and individualized to meet the unique needs of the family and the individua with the disability. Family
support services may include respite care, adaptive equipment, personal care supplies and equipment, behavior
management, minor home adaptation or modification, day care, and other extraordinary needs.

PREVENTION AND EARLY | NTERVENTION SERVICES are designed to prevent or intervene early in the process of
mental illness, mental retardation, or substance abuse.

Prevention services involve people, families, communities, and systems working together to promote their
strengths and potentials. Prevention is aimed at substantially reducing the incidence of mental illness, mental
retardation and other developmental disabilities, and acohol and other drug dependency and abuse. The
emphasis is on the enhancement of protective factors and the reduction of risk factors. Information
Dissemination provides awareness and knowledge of the nature and extent of mental illness, mental retardation,
and alcohol and other drug dependency and abuse. Prevention Education aims to affect critical life and socia
skills, including general competency building, specific coping skills training, support system interventions,
strengthening caregivers, and decision-making skills training. Alternatives provide for the participation of
specific populations in activities that are constructive, promote healthy choices, and provide opportunities for
skill building. Problem Identification and Referral aims at the identification of those individuals who are most at
risk of developing problematic behaviors in order to assess if their behaviors can be changed though prevention
education. Community-based Process aims at enhancing the ability of the community to more effectively
provide prevention and treatment services. Environmental prevention programs and activities establish or
change written and unwritten community standards, codes, and attitudes, thereby influencing the devel opment
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of hedlthy living conditions.

Early I ntervention services are intended to improve functioning or change behavior in those people identified as
beginning to experience problems, symptoms, or behaviors which without intervention are likely to result in the
need for treatment. Early intervention services are generally targeted to identified individuals or groups.
Examples of early intervention services may include: case consultation, groups for adolescents who have been
suspended for use of alcohol or tobacco, and programs for children or adults exhibiting behavior changes
following loss such as divorce, death of aloved one, and job loss.

Early Intervention includes Infant and Toddler Intervention, which provides family-centered, community-based
early intervention services designed to meet the developmental needs of infants and toddlers and the needs of
their families as these needs relate to enhancing the child's development. These services also prevent or
minimize the potential of developmental delays and increase the capacity of families to meet the needs of their at-
risk infants and toddlers. Infant and toddler intervention is delivered through a comprehensive, coordinated,
interagency, and multi-disciplinary services system. Infant and toddler intervention includes. audiology, family
training, counseling and home visits, health, medical, nursing, nutrition, occupational therapy, physical therapy,
psychological, special instruction, speech-language pathology, vision, and transportation services.

DEFINITIONSOF STATIC CAPACITIES

Number of Beds: the total number of beds for which the facility or program is licensed and staffed or the number
of beds contracted for during the contract period.

Number of Slots:  the maximum number of distinct consumers who could be served during a day or a half-day
session in most day support programs. It is the number of slots for which the program or service is staffed.

Consumers.  the number of consumers will always be the total number of consumers served during the reporting
period. The following definitions are used to determine at what point in time an individua is counted as a consumer.

e

o M

0]

(0]

0]

Emergency: upon documented face-to-face contact or telephone contacts during which a person receives
counseling.

Inpatient: upon physical residence in the program.

Outpatient and Case Management: upon initial documented face-to-face contact for people for whom a
record would normally be opened. For case management services, face-to-face contact is not necessary if
records are obtained, afile is opened, and extensive preliminary work is done for a consumer before it isfeasible
to meet the consumer in a face-to-face situation.

Day Support: upon initial documented attendance or participation in the program, or, for supported
employment and aternative day support, upon initiadl documented face-to-face contact for persons for whom a
record would normally be opened.

Residential: upon physical residence in the program, or, for supported services, upon initial documented face-
to-face contact for individuals for whom a record would normally be opened.

Early Intervention: upon initial documented attendance or participation in early intervention programs,
including infant and toddler intervention.
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Appendix C
State M ental Health and Mental Retardation Facility Utilization

State Mental Health Facility Patients Served, Average Daily Census, Admissions,

and Separations-- FY 2001

# Patients Average Daily
MH Facility Served* Census # Admissions # Separations

Eastern State Hospital 1,460 493 1,148 1,115
Western State Hospital 971 258 767 780
Central State Hospital 739 289 510 481
Southwest VA MHI 872 153 898 890
Northern VA MHI 478 119 418 410
Southern VA MHI 357 72 340 331
Commonweslth Center for 414 37 432 436
Children and Adolescents

Catawba Hospital 584 98 634 623
Piedmont Geriatric Hospital 199 123 76 73
Hiram Davis Medical Center 298 69 298 307
Total MH 6,372 1,710 5521 5483

State Mental Retardation Training Center Residents Served, Average Daily Census,
Admissions, and Separations-- FY 2001

#Residents Average Daily
MR Training Center Served* Census # Admissions # Separations
Central VirginiaTC 673 650 4 30
Northern VirginiaTC 214 189 65 67
Southeastern VirginiaTC 210 1 13 14
Southside VirginiaTC 455 430 7 32
Southwestern VirginiaTC 231 217 12 13
Total MR 1,783 1,680 101 156

Source: Patient Resident Automated Information System

* Unduplicated Count
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Mental Health State Facility Utilization by CSB and Region -- FY 2001

Beds Per 100,000 Population
0 10 20 30 40 50 60 70

) | l l l l l |
Harrisonburg : : : : : :
Northwestern . ] : : : : :
Rappah. Area - : : : : : :

Alexandria

X Arlington
Fairfax-Falls Church
. oudoun

Prince William

Alleghany Highlands
& yBluge_Rl_d

Central Virginia

. Cumberland

Danville-Pittsylvania

Dickenson

Highlands

Mount Rogers

New River V. 3/
Piedmont Re%on

.D.1

Chesterfield

Crossroads . :

District 19
Goochland-Powhatan : :
Hanov . :
Henrico :

Richmond
Southside

hesapeake

Colonial

Eastern Shore
Hampton-Newport News
Mid.Penin.-Nor. Neck
Norfolk

Portsmouth

VA Beach

Western Tidewater
Statewide

FY 01

Appendix C - 2



State Mental Health Facility Utilization by CSB and Region -- FY 2001

All Bed Days FY 2001 Bed Days FY 2001 Beds Per
CsB FY 2001 Population Per 100 K Population | 100 K Population
| Harri sonburg-Rockingham 6,438 108,193 5,950.48 16.30
Northwestern 13,549 185,282 7,312.64 20.03
Rappahannock Area 12,973 241,044 5,382.00 14.75
Rappahannock-Rapidan 9,714 134,785 7,207.03 19.75
Region Ten 24,903 199,648 12,473.45 34.17
Rockbridge Area 1,946 39,072 4,980.55 13.65
Valey 13,135 111,524 11,777.73 32.27
Il | Alexandria 11,192 128,283 8,724.46 23.90
Arlington 14,130 189,453 7,458.31 20.43
Fairfax-Falls Church 33,520 1,001,624 3,346.57 9.17
Loudoun County 5,466 169,599 3,222.90 8.83
Prince William County 13,687 326,238 4,195.40 11.49
111 | Alleghany Highlands 2,275 23,518 9,673.44 26.50
Blue Ridge 28,573 241,023 11,854.89 32.48
Centra Virginia 20,376 228,616 8,912.76 24.42
Cumberland Mountain 8,025 101,884 7,876.60 21.58
Danville-Pittsylvania 17,926 110,156 16,273.29 44.58
Dickenson County 1,926 16,395 11,747.48 32.18
Highlands 8,167 68,470 11,927.85 32.68
Mount Rogers 16,311 121,550 13,419.17 36.76
New River Valley 16,084 165,146 9,739.26 26.68
Piedmont 15,044 140,039 10,742.72 29.43
Planning District 1 10,975 91,019 12,057.92 33.04
IV | Chesterfield 6,147 259,903 2,365.11 6.48
Crossroads 4,745 97,103 4,886.56 13.39
District 19 14,429 167,129 8,633.45 23.65
Goochland-Powhatan 1,008 39,240 2,568.81 7.04
Hanover County 3,306 86,320 3,829.94 10.49
Henrico Area 11,255 282,688 3,981.42 10.91
Richmond Behav. Health Auth. 46,161 197,790 23,338.39 63.94
Southside 10,034 88,154 11,382.35 31.18
V | Chesapeake 16,501 199,184 8,284.30 22.70
Colonia 15,596 127,963 12,187.90 33.39
Eastern Shore 5,538 51,398 10,774.74 29.52
Hampton-Newport News 48,787 326,587 14,938.44 40.93
Middle Peninsula-Northern Neck 12,950 133,037 9,734.13 26.67
Norfolk 34,951 234,403 14,910.65 40.85
Portsmouth 19,676 100,565 19,565.46 53.60
Virginia Beach 21,806 425,257 5,127.72 14.05
Western Tidewater 11,906 119,233 9,985.49 27.36
VIRGINIA STATEWIDE 591,131 7,078,515 8,463.67 23.19

Source: DMHMRSAS PRAIS System and 2000 Census
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Mental Retardation Training Center by CSB and Region -- FY 2001
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State Training Center Utilization by CSB and Region -- FY 2001

All Bed Days FY 2001 Bed Days Per | FY 2001 Beds Per
CB FY 2001 Population 100 K Population 100 K Population
| Harri sonburg-Rockingham 4,194 108,193 3,876.41 10.62
Northwestern 10,562 185,282 5,700.50 15.62
Rappahannock Area 11,028 241,044 4,575.10 12.53
Rappahannock-Rapidan 12,292 134,785 9,119.71 24.99
Region Ten 17,148 199,648 8,589.12 23.53
Rockbridge Area 1,682 39,072 4,304.87 11.79
Valey 9,071 111,524 8,133,68 22.28
Il | Alexandria 9,833 128,283 7,665.08 21.00
Arlington 18,962 189,453 10,008.81 27.42
Fairfax-Falls Church 60,288 1,001,624 6,019.03 16.49
Loudoun County 672 169,599 396.23 1.09
Prince William County 12,031 326,238 3,687.80 10.10
Il | Alleghany Highlands 3,282 23,518 13,955.27 38.23
Blue Ridge 23,700 241,023 9,833,09 26.94
Centra Virginia 26,995 228,616 11,808.01 32.35
Cumberland Mountain 20,698 101,884 20,315.26 55.66
Danville-Pittsylvania 18,988 110,156 17,237.37 47.23
Dickenson County 4,276 16,395 26,081.12 71.46
Highlands 11,139 68,470 16,268.44 4457
Mount Rogers 20,606 121,550 16,952.69 46.45
New River Valley 16,536 165,146 10,012.96 27.43
Piedmont 11,257 140,039 8,038.47 22.02
Planning District 1 13,258 91,019 14,566.19 39.91
IV | Chesterfield 4,295 259,903 1,652.54 453
Crossroads 8,455 97,103 8,707.25 23.86
District 19 18,889 167,129 11,302.05 30.96
Goochland-Powhatan 2,886 39,240 7,354.74 20.15
Hanover County 4,497 86,320 5,209.68 14.27
Henrico Area 19,095 282,688 6,754.80 18.51
Richmond Behav. Health Auth. 32,058 197,790 16,208.10 44.41
Southside 14,114 88,154 16,010.62 43.86
V | Chesapeake 11,806 199,184 5,927.18 16.24
Colonid 6,175 127,963 4,825.61 13.22
Eastern Shore 9,069 51,398 17,644.66 48.34
Hampton-Newport News 33,668 326,587 10,309.04 28.34
Middle Peninsula-Northern Neck 12,823 133,037 9,638.67 26.41
Norfolk 44,726 234,403 19.080.81 52.28
Portsmouth 17,164 100,565 17,067.57 46.76
Virginia Beach 20,580 425,257 4,839.43 13.26
Western Tidewater 13,725 119,233 11,511.07 3154
VIRGINIA STATEWIDE 612,523 7,078,515 8,653.27 23.71

Source: DMHMRSAS PRAIS System and 2000 Census
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State M ental Health and Mental Retardation Facility Numbers of Admissions, Separ ations and
Average Daily Census
FY 1976 to FY 2001

State M ental Health Facilities* State Mental Retardation Training Centers**
Number of Number of Average Daily Number of Number of Average Daily
Admissions Separations Census Admissions Discharges Census
FY 1976 10,319 10,943 5,967 250 639 4,293
FY 1977 10,051 10,895 5489 418 618 3,893
FY 1978 10,641 11,083 5,218 277 404 3,790
FY 1979 10,756 10,926 5112 29 416 3,701
FY 1980 10,513 11,345 4,835 296 428 3,576
FY 1981 10,680 11,513 4,486 252 399 3,467
FY 1982 10,212 10,616 4,165 205 301 3,391
FY 1983 10,030 10,273 3,798 162 232 3,309
FY 1984 9,853 10,163 3,576 194 322 3,189
FY 1985 9,456 9,768 3279 197 314 3,069
FY 1986 8,942 9,077 3,110 172 280 2,970
FY 1987 8,919 8,900 3,004 165 238 2892
FY 19838 9,549 9,637 3047 143 224 2,828
FY 1989 9,591 9,605 3,072 146 231 2,761
FY 1990 9,249 9,293 2,956 110 181 2,676
FY 1991 9,323 9,519 2904 107 162 2,626
FY 1992 9,057 9,245 2,775 116 215 2,548
FY 1993 8,560 8,651 2,588 A 192 2481
FY 194 9,187 9,317 2,482 106 193 2,375
FY 1995 8,550 8774 2,348 87 216 2,249
FY 199 7,468 7,529 2222 87 223 2132
FY 1997 7,195 7,257 2,118 77 210 1,987
FY 1998 7,431 7522 2,089 78 170 1,890
FY 1999 6,210 6,449 1,914 106 188 1812
FY 2000 5,069 5,233 1,694 101 194 1,749
FY 2001 5223 5,176 1,641 101 156 1,680

* Excludes Hiram Davis Medical Center. Includesthe Virginia Treatment Center for Children (VTCC)
through FY 91 when the VTCC wastransferred to MCV.

**  Operationsat SVTC beganin 1971, NVTC began in 1973, SWVTC in 1973, and SEVTC began in 1975.
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Appendix D

Prevalence Estimates by CSB
Estimated Prevalence of Serious Mental Illnessby CSB and Region

CsB Population Age 18 to 69 (2000 Census) Estimated Adult SMI (4.9%)
| Harrisonburg-Rockingham 72,542 3,555
Northwestern 122,381 5,997
Rappahannock Area 157,383 7,712
Rappahannock-Rapidan 88,913 4,357
Region Ten 135,211 6,625
Rockbridge Area 26,120 1,280
Valey 74,032 3,628
1 Alexandria 98,045 4,804
Arlington 144,499 7,080
Fairfax-Falls Church 695,009 34,055
Loudoun County 113,075 5,541
Prince William County 217,546 10,660
11 Alleghany Highlands 15,136 742
Blue Ridge 158,447 7,764
Centrd Virginia 150,274 7,363
Cumberland Mountain 70,206 3,440
Danville-Pittsylvania 71,395 3,498
Dickenson County 11,070 542
Highlands 45,948 2,251
Mount Rogers 81,442 3,991
New River Valley 115,779 5,673
Piedmont 93,360 4,575
Planning District 1 60,456 2,962
v Chesterfield 172,690 8,462
Crossroads 63,547 3,114
District 19 110,662 5,422
Goochland-Powhatan 27,679 1,356
Hanover County 56,769 2,782
Henrico Area 188,132 9,218
Richmond Behavioral Health Author. 132,907 6,512
Southside 58,060 2,845
Y, Chesapeake 129,964 6,368
Colonid 84,388 4,135
Eastern Shore 32,497 1,592
Hampton-Newport News 216,082 10,588
Middle Peninsula-Northern Neck 86,172 4,222
Norfolk 155,879 7,638
Portsmouth 64,116 3,142
Virginia Beach 283,660 13,899
Western Tidewater 77,481 3,797
TOTAL 4,758,954 233,187
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Estimated Prevalence of Child/Adolescent Serious Emotional Disturbance
by CSB and Region

CB Population Age 9-17 (2000 Census) Estimated SED
Harrisonburg-Rockingham 14,573 1,312
Northwestern 23,016 2,071
Rappahannock Area 35,315 3,178
Rappahannock-Rapidan 17,625 1,586
Region Ten 24,951 2,246
Rockbridge Area 4,813 433
Vdley 13,247 1,192

1 Alexandria 8,756 788
Arlington 13,967 1,257
Fairfax-Falls Church 121,765 10,959
L oudoun County 21,010 1,891
Prince William County 47,032 4,233

I Alleghany Highlands 2,625 236
Blue Ridge 27,801 2,502
Central Virginia 28,737 2,586
Cumberland Mountain 11,534 1,038
Danville-Pittsylvania 13,287 1,196
Dickenson 1,997 180
Highlands 7,558 680
Mount Rogers 13,220 1,190
New River Vadley 20,539 1,848
Piedmont 16,299 1,467
Planning District 1 10,755 968

v Chesterfield 38,446 3,460
Crossroads 12,531 1,128
District 19 21,249 1,912
Goochland-Powhatan 4,602 414
Hanover County 12,001 1,080
Henrico Area 33,382 3,004
Richmond Behavioral Health Authority 22,588 2,033
Southside 10,090 908

\Y Chesapeake 29,307 2,638
Colonid 17,813 1,603
Eastern Shore 6,384 575
Hampton-Newport News 43,288 3,896
Middle Peninsula-Northern Neck 15,931 1,434
Norfolk 29,729 2,676
Portsmouth 13,028 1,173
VirginiaBeach 58,597 5,274
Western Tidewater 16,020 1,442
TOTAL 885,408 79,687
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Estimated Prevalence of Mental Retar dation by CSB and Region

CsB Total 2000 Estimated # Range Estimated # Estimated # Estimated #
Census Mild MR Moderate MR | Severe MR Profound MR
I Harrisonburg-Rockingham 108,193 400 - 638 216 141 43
Northwestern 185,282 686 - 1,093 371 241 74
Rappahannock Area 241,044 892 - 1,422 482 313 96
Rappahannock-Rapidan 134,785 499 - 795 270 175 54
Region Ten 199,648 739-1,178 399 260 80
Rockbridge Area 39,072 145- 231 78 51 16
Valey 111,524 413 - 658 223 145 45
Il | Alexandria 128,283 475 - 757 257 167 51
Arlington 189,453 701-1,118 379 246 76
Fairfax-Falls Church 1,001,624 3,706 - 5,910 2,003 1,302 401
Loudoun County 169,599 628 - 1,001 339 220 68
Prince William County 326,238 1,207 - 1,925 652 424 130
111 | Alleghany Highlands 23,518 87 - 139 47 31 9
Blue Ridge 241,023 892 - 1,422 482 313 96
Centra Virginia 228,616 846 -1,349 457 297 91
Cumberland Mountain 101,884 377 - 601 204 132 41
Danville-Pittsylvania 110,156 408 - 650 220 143 44
Dickenson 16,395 61- 97 33 21 7
Highlands 68,470 253 - 404 137 89 27
Mount Rogers 121,550 450 - 717 243 158 49
New River Valley 165,146 611 - 974 330 215 66
Piedmont 140,039 518 - 826 280 182 56
Planning District 1 91,019 337 - 537 182 118 36
IV | Chesterfield 259,903 962 - 1,533 520 338 104
Crossroads 97,103 359-573 194 126 39
District 19 167,129 618 - 986 334 217 67
Goochland-Powhatan 39,240 145 - 232 78 51 16
Hanover County 86,320 319 - 509 173 112 35
Henrico Area 282,688 1,046 - 1,668 565 367 113
Richmond BHA 197,790 732- 1,167 396 257 79
Southside 88,154 326 - 520 176 115 35
V | Chesapesake 199,184 737 - 1,175 398 259 80
Colonia 127,963 473 - 755 256 166 51
Eastern Shore 51,398 190 - 303 103 67 21
Hampton-Newport News 326,587 1,208 - 1,927 653 425 131
Middle Peninsula-Northern 133,037 492 - 785 266 173 53
Neck
Norfolk 234,403 867 - 1,383 469 305 94
Portsmouth 100,565 372 - 593 201 131 40
VirginiaBeach 425,257 1,573 - 2,509 851 553 170
Western Tidewater 119,233 441 - 703 238 155 48
TOTAL 7,078,515 26,191 - 41,763 14,155 9,201 2,832
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Estimated Prevalence of Substance Dependence by CSB and Region

Population 10+ | Estimated#Drug | Estimated # Alcohol | Estimated # Drug &
CSB 2000 Census Dependence Dependence Alcohol Depend.
(1.6%) (3.7%)
| Harrisonburg-Rockingham 95,636 1,530 3,539 5,069
Northwestern 161,008 2,576 5,957 8,533
Rappahannock Area 202,945 3,247 7,509 10,756
Rappahannock-Rapidan 116,910 1,871 4,326 6,196
Region Ten 175,276 2,804 6,485 9,290
Rockbridge Area 35,007 560 1,295 1,855
Vdley 98,045 1,569 3,628 5,196
Il | Alexandria 114,368 1,830 4,232 6,062
Arlington 170,315 2,725 6,302 9,027
Fairfax-Falls Church 860,020 13,760 31,821 45,581
Loudoun County 137,869 2,206 5,101 7,307
Prince William County 269,767 4,316 9,981 14,298
Il | Alleghany Highlands 20,689 331 765 1,097
Blue Ridge 211,377 3,382 7,821 11,203
Centra Virginia 200,153 3,202 7,406 10,608
Cumberland Mountain 90,596 1,450 3,352 4,802
Danville-Pittsylvania 96,806 1,549 3,582 5131
Dickenson County 14,575 233 539 772
Highlands 61,002 976 2,257 3,233
Mount Rogers 107,753 1,724 3,987 5,711
New River Valley 148,550 2,377 5,496 7,873
Piedmont 123,649 1,978 4,575 6,553
Planning District 1 80,318 1,285 2,972 4,257
IV | Chesterfield 221,753 3,548 8,205 11,753
Crossroads 85,790 1,373 3,174 4,547
District 19 145,813 2,333 5,395 7,728
Goochland-Powhatan 34,545 553 1,278 1,831
Hanover County 73,969 1,184 2,737 3,920
Henrico Area 243,449 3,895 9,008 12,903
Richmond BHA 172,649 2,762 6,388 9,150
Southside 77,834 1,245 2,880 4,125
V | Chesapeake 168,774 2,700 6,245 8,945
Colonid 111,730 1,788 4,134 5,922
Eastern Shore 44,837 717 1,659 2,376
Hampton-Newport News 278,640 4,458 10,310 14,768
Middle Peninsula-Nor. Neck 117,887 1,886 4,362 6,248
Norfolk 201,349 3,222 7,450 10,671
Portsmouth 86,100 1,378 3,186 4,563
Virginia Beach 361,118 5,778 13,361 19,139
Western Tidewater 102,578 1,641 3,795 5,437
TOTAL 6,121,449 97,942 226,495 324,436
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Appendix E
Individuals on Waiting Listsfor CSB Servicesby CSB
Numbers of Adultson CSB Mental Health Services Waiting Lists on April 2, 2001

Est. Prevalence Unduplicated Numbers from On CSB Waiting List Total on
o8 Adult SMI FY 2000 4™ Quarter Rept Not Receiving  Receiving Some | CSB Waiting
2000 Census # Served # SMI CSB Services CSB Services List
| Harrisonburg-Rockingham 3,555 1,369 609 5 48 53
Northwestern 5,997 2,155 920 4 61 65
Rappahannock Area 7,712 2,333 1,299 0 4 4
Rappahannock-Rapidan 4,357 2,524 622 2 66 68
Region Ten 6,625 1,933 515 25 33 58
Rockbridge 1,280 908 233 5 0 5
Valey 3,628 1,481 577 0 0 0
Il | Alexandria 4,804 1,797 657 19 91 110
Arlington 7,080 1,788 1,109 1 67 68
Fairfax-Falls Church 34,055 9,854 4,768 180 688 868
Loudoun 5,541 1,666 444 10 22 32
Prince William 10,660 2,520 710 22 120 142
1l | Alleghany-Highlands 742 597 157 0 11 11
Blue Ridge 7,764 4,410 2,774 0 46 46
Central Virginia 7,363 3,927 3,045 0 0 0
Cumberland Mountain 3,440 1,850 541 0 200 200
Danville-Pittsylvania 3,498 1,255 461 22 28 50
Dickenson County 542 512 459 0 0 0
Highlands 2,251 1,723 736 0 98 98
Mount Rogers 3,991 2,486 1,938 24 633 657
New River Valey 5,673 2,201 642 19 57 76
Piedmont Regional 4,575 1,988 1,052 16 116 132
PD.1 2,962 2,141 1,223 0 24 24
IV | Chesterfield 8,462 1,427 527 26 e 103
Crossroads 3,114 1,518 621 12 66 78
District 19 5,422 2,141 1,008 3 135 138
Goochland-Powhatan 1,356 354 127 1 24 25
Hanover 2,782 1,744 327 11 74 85
Henrico 9,218 2,440 990 7 270 277
Richmond BHA 6,512 5,341 2,319 17 69 86
Southside 2,845 1,309 805 3 14 17
V | Chesapesake 6,368 1,367 548 0 22 22
Colonid 4,135 1,535 197 48 19 67
Eastern Shore 1,592 1,218 346 1 11 12
Hampton-Newport News 10,588 5,098 3,312 25 116 141
Middle Pen.-Northern Neck 4,222 2,252 629 58 37 95
Norfolk 7,638 4,044 1,636 0 75 75
Portsmouth 3,142 1,230 839 4 9 13
Virginia Beach 13,899 1,965 1,339 7 278 285
Western Tidewater 3,797 1,522 615 16 156 172
TOTAL 233,187 89,923 41,676 593 3,865 4,458
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Number s of Children and Adolescents on CSB Mental Health Services Waiting Listson April 2, 2001

Est. Prevalence Unduplicated Numbers from On CSB Waiting List Total on
CSB SED FY 2000 4™ Quarter Rept Not Receiving  Receiving Some CSB Waiting
2000 Census # Served # SED CSB Services CSB Services List
| | Harrisonburg-Rockingham 1,312 427 213 0 7 7
Northwestern 2,071 760 439 0 6 6
Rappahannock Area 3,178 889 639 0 0 0
Rappahannock-Rapidan 1,586 736 263 0 20 20
Region Ten 2,246 674 327 11 12
Rockbridge 433 305 178 4 0 4
Valey 1,192 379 96 0 1 1
Il | Alexandria 788 406 210 15 18
Arlington 1,257 76 36 19 5 24
Fairfax-Fdls Church 10,959 1,815 659 45 a4 89
Loudoun 1,891 532 208 12 10 22
Prince William 4,233 832 122 11
I | Alleghany-Highlands 236 146 17 0
Blue Ridge 2,502 1,096 655 32 33
Cumberland Mountain 1,038 325 83 0 66 66
Danville-Pittsylvania 1,196 223 65 27 31
Dickenson County 180 132 120 0 0 0
Highlands 680 565 253 4 18 22
Mount Rogers 1,190 527 338 4 109 113
New River Valey 1,848 638 172 3 23 26
Piedmont Regional 1,467 852 516 8 221 229
PD.1 968 701 440 0 0 0
IV | Chesterfield 3,460 459 174 19 45 64
Crossroads 1,128 528 218 4 10 14
District 19 1,912 620 186 9 35 14
Goochland-Powhatan 414 259 6 1 7 8
Hanover 1,080 520 171 2 63 65
Henrico 3,004 857 363 4 57 61
Richmond BHA 2,033 1,398 643 4 33 37
Southside 908 396 190 5 4 9
V | Chesapesake 2,638 543 144 0 14 14
Colonid 1,603 368 53 19 0 19
Eastern Shore 575 593 234 0 52 52
Hampton-Newport News 3,896 1,619 1,191 43 20 63
Middle Pen.-Northern Neck 1,434 519 180 36 16 52
Norfolk 2,676 406 159 0 0
Portsmouth 1,173 396 179 10 11
Virginia Beach 5,274 503 455 9 12
Western Tidewater 1,442 386 287 11 46 57
TOTAL 79,687 25,309 12,411 312 1,037 1,349
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Numbers of Adults on CSB Mental Retardation Services Waiting Listson April 2, 2001

Est. MR Prevalence

(Mild, Moderate, Severe Unduplicated On CSB Waiting List Total on
CB and Profound) #Served FY 2000 || Not Receiving  Receiving Some CcsB
2000 Census 4" Quarter Rept CSB Services CSB Services | Waiting List
| [ Harrisonburg-Rockingham 801 - 1,039 260 0 90 90
Northwestern 1,371-1,779 668 22 75 97
Rappahannock Area 1,784 - 2,314 655 2 96 98
Rappahannock-Rapidan 997 - 1,294 238 75 76
Region Ten 1,477-1,917 258 46 73 119
Rockbridge 289 - 375 194 0 38 38
Vadley 825-1,071 456 61 89 150
Il | Alexandria 949 - 1,232 397 8 18 26
Arlington 1,401 - 1,819 182 3 30 33
Fairfax-Falls Church 7,412 - 9,616 1,691 282 326 608
Loudoun 1,255- 1,628 371 64 42 106
Prince William 2,414 - 3,132 688 24 162 186
111 | Alleghany-Highlands 174 - 226 210 17 22
Blue Ridge 1,784 - 2,314 607 172 180
Centrd Virginia 1,692 - 2,195 981 74 3 77
Cumberland Mountain 754 - 978 221 4 36 40
Danville-Pittsylvania 815- 1,057 561 74 83
Dickenson County 121 - 157 59 0 0
Highlands 507 - 657 256 19 21
Mount Rogers 899 - 1,167 362 14 130 144
New River Valley 1,222 - 1,585 223 0 6 6
Piedmont Regional 1,036 - 1,344 249 11 41 52
P.D.1 674 - 874 311 3 20 23
IV | Chesterfield 1,923 - 2,495 931 552 553
Crossroads 719 - 932 197 15 13 28
District 19 1,237 - 1,604 833 60 64 124
Goochland-Powhatan 290 - 377 127 2 12 14
Hanover 639 - 829 196 1 90 91
Henrico 2,092-2,714 820 0 143 143
Richmond Behavioral 1,464 - 1,899 1,051 1 235 236
Southside 652 - 846 191 4 27 31
V | Chesapeake 1,474 - 1912 524 37 47 84
Colonia 947 - 1,228 210 0 4 4
Eastern Shore 380 - 493 339 35 24 59
Hampton-Newport News 2,417 - 3,135 873 15 92 107
Middle Pen.-Northern Neck 984 - 1,277 410 11 15 26
Norfolk 1,735- 2,250 609 16 86 102
Portsmouth 744 - 965 324 14 52 66
VirginiaBeach 3,147 - 4,082 903 35 130 165
Western Tidewater 882 - 1,145 290 2 106 108
TOTAL 52,381 - 67,954 18,926 892 3,324 4,216
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Numbers of Adultson CSB Substance Abuse Services Waiting Listson April 2, 2001

Est. Prevalence of Drug & Unduplicated # . ) Tota on
CB Alcohol Dependence Served On CSB Waiting List CsB
(Ages 10+) FY 2000 Not Receiving  Receiving Some | \witing

2000 Census 4" Quarter Rept CSB Sarvices  CSB Services List
Harrisonburg-Rockingham 5,069 568 2 10 12
Northwestern 8,533 849 6
Rappahannock Area 10,756 1,944 0
Rappahannock-Rapidan 6,196 1,203 1 19 20
Region Ten 9,290 1,555 9 10 19
Rockbridge 1,855 362 11 2 13
Valey 5,196 909 0 0 0
Alexandria 6,062 1,801 4 16 20
Arlington 9,027 1,227 5 27 32
Fairfax-Falls Church 45,581 5,172 209 584 793
Loudoun 7,307 1,015 0 17 17
Prince William 14,298 2,276 0
Alleghany-Highlands 1,097 232 0
Blue Ridge 11,203 1,490 1 41 42
Centrd Virginia 10,608 1,322 0 0 0
Cumberland Mountain 4,802 1,329 1 166 167
Danville-Pittsylvania 5131 847 11 92 103
Dickenson County 772 224 0 0 0
Highlands 3,233 863 3 29 32
Mount Rogers 5711 728 15 69 84
New River Valley 7,873 1,109 15 20 35
Piedmont Regional 6,553 1,256 6 21 27
PD.1 4,257 969 8 11 19
Chesterfield 11,753 1,127 45 66 111
Crossroads 4,547 491 20 6 26
District 19 7,728 3,200 34 74 108
Goochland-Powhatan 1,831 277 2 9 11
Hanover 3,920 690 1 17 18
Henrico 12,903 1,670 18 52 70
Richmond Behaviora 9,150 3,932 2 123 125
Southside 4,125 448 0 0 0
Chesapeake 8,945 1,148 0 3 3
Colonia 5,922 901 52 19 71
Eastern Shore 2,376 437 0 4 4
Hampton-Newport News 14,768 3,138 8 29 37
Middle Pen.-Northern Neck 6,248 1,442 3 19 22
Norfolk 10,671 3,008 14 34 48
Portsmouth 4,563 1,502 42 2 44
VirginiaBeach 19,139 2,236 19 10 29
Western Tidewater 5,437 1,068 2 9 11
TOTAL 324,436 55,965 569 1,617 2,186
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Numbers of Adolescents on CSB Substance Abuse Services Waiting Listson April 2, 2001

Est. Prevalence of Drug & Unduplicated # Total on
CsB Alcohol Dependence Served On CSB Wiaiting List CSB
(Ages 10+) FY 2000 Not Receiving ReceivingSome | Waiting
2000 Census 4th Quarter Rept CSB Sarvices CSB Services List
| [ Harrisonburg-Rockingham 5,069 31 0 0 0
Northwestern 8,533 72 0 1 1
Rappahannock Area 10,756 452 0 0 0
Rappahannock-Rapidan 6,197 85 0 1 1
Region Ten 9,289 136 0 0 0
Rockbridge 1,855 27 0 0 0
Valey 5,197 98 0 0 0
Il | Alexandria 6,062 237 0 3 3
Arlington 9,027 34 7 0 7
Fairfax-Falls Church 45,581 991 21 60 81
Loudoun 7,307 501 0 9 9
Prince William 14,297 843 0 0 0
111 | Alleghany-Highlands 1,096 22 0 0 0
Blue Ridge 11,203 176 1 7 8
Centrd Virginia 10,608 142 0 0 0
Cumberland Mountain 4,802 400 0 14 14
Danville-Pittsylvania 5131 167 11 7 18
Dickenson County 0 13 0 0
Highlands 3,233 400 0 16 16
Mount Rogers 5,711 57 0 40 40
New River Valley 7,873 169 0 0 0
Piedmont Regional 6,553 184 1 44 45
P.D.1 4,257 66 0 0 0
IV | Chesterfield 11,753 190 0 10 10
Crossroads 4,547 34 0
District 19 7,728 354 0
Goochland-Powhatan 1,831 29 0
Hanover 3,921 163 0 14 14
Henrico 12,903 293 1 13 14
Richmond Behavioral 9,150 335 0 21 21
Southside 4,125 30 0
V | Chesapeake 8,945 194 0 0
Colonid 5,922 152 7 12 19
Eastern Shore 2,376 41 0 0 0
Hampton-Newport News 14,768 1,219 8 3 11
Middle Pen.-Northern Neck 6,248 123 2 0 2
Norfolk 10,672 263 0 0 0
Portsmouth 4,564 68 0 0 0
VirginiaBeach 19,139 176 6 1 7
Western Tidewater 5,436 32 0 0 0
TOTAL 324,437 8,999 65 280 345
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Appendix F
State Facility Patients and Residents on Ready for Discharge Lists by CSB
Number of Individuals on Ready for Discharge Lists on June 30, 2001

Number Ready for Discharge Number Choosing Training Center Total Number on
from State MH Facility Discharge for Community Services Discharge Lists
| Harrisonburg-Rockingham 0 2 2
Northwestern 0 8 8
Rappahannock Area 1 4 5
Rappahannock-Rapidan 2 8 0
Region Ten 1 8 9
Rockbridge 0 3 3
Vdley 5 8 13
I Alexandria 0 3 3
Arlington 1 12 13
Fairfax-Falls Church 11 26 37
Loudoun 2 0
Prince William
11| Alleghany-Highlands 0
Blue Ridge 19 20 39
Centrd Virginia 8 5 13
Cumberland Mountain 0 2 2
Danville-Pittsylvania 4 11 15
Dickenson County 1 1
Highlands 0 2
Mount Rogers 1 1
New River Valley 2 0
Piedmont Regional 6 4 10
PD.1 0 0 0
IV | Chesterfield 1 0
Crossroads 4 1 5
District 19 11 12 23
Goochland-Powhatan 0 3 3
Hanover 0 0 0
Henrico 2 17 19
Richmond Behaviora 18 24 42
Southside 4 9
V | Chesapeake 6 10
Colonia 3 1 4
Eastern Shore 0 4
Hampton-Newport News 7 17 24
Middle Pen.-Northern Neck 1 6 7
Norfolk 0 18 18
Portsmouth 8 13
VirginiaBeach 4 10
Western Tidewater 0 5
TOTAL 137 256 393
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Appendix G

Proposed State Facility Capital Priority Listing 2002-2008

[tem Project Type | Proposed Funds Notes
2002-2004 Biennium
Maintenance Reserve $1,607,800
Life Safety Code Compliance, Phase 2 Improvement 6,522,000
Boilers, Steamlines, HVAC, Phase 5 Improvement 11,368,000 | SEVTC and SWVTC hot
water distribution
Asbestos/Environmental Hazard Abatement Improvement 2,196,000
Food Service Modifications, Phase 2 Improvement 2,629,540
Repair/Replace Site Utilities, Phase 1 Improvement 2,348,000 | Water, sewer, and storm water
systemsat WSH, SVTC,
CVTC, CH, SEVTC, and
chilled water at NVTC
ADA and Site Access Improvement, Phase 2 Improvement 3,600,000 | Paving, sidewalks, ramps,
curbsat WSH, NVTC, SVTC
Relocate Hancock Geriatric Center, ESH Improvement 9,629,442
Renovations and Addition to Bldg. 4 and Improvement 10,562,315
Renovationsto Bldg. 1, NVTC
Cottage Replacement. Phase 1, SEVTC New 4,656,000
Construction
Renovate Building 43, CSH Improvement 4,873,000 [ Allow vacation of Bldg. 113
Planning for Client Activity Center, SVTC New 627,000 | Allow vacation of North
Construction Campus
Renovations of Bldgs. 112 and 117, WSH Improvement 12,816,777
Environment of Care Building, SVTC New 4,670,000 | B & G, security,
Construction transportation
Renovate Building 95, CSH Improvement 5,480,000
Planning for Renovation of PGH, Phase 2 Improvement 794,710
Planning for Cottage Replacement, SWVTC New 939,000
Construction
Demolition of Abandoned Buildings, Phase 1 Improvement 3,936,000
TOTAL 2002-2004 Capital Request $89,255,584
2004-2006 Biennium
Maintenance Reserve Improvement 1,848,000
Life Safety Code Compliance, Phase 3 Improvement 8,103,000
Asbestos/Environmental Hazard Abatement Improvement 1,673,000
Boilers, Steam Lines, HVAC, Phase 6 Improvement 7,386,000
Food Service Modifications, Phase 3 Improvement 8,108,500
Repair/Replace Site Utilities, Phase 2 Improvement 1,954,000
ADA and Site Access |mprovement, Phase 2 Improvement 310,000
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ltem Project Type | Proposed Funds Notes
Cottage Replacement, Phase 2, SEVTC New 4,786,000
Construction
Renovation of Cottages, Phase 1, NVTC Improvement 4918313 | Cottage 3
Construct Client Activity Center, SVTC New 6,958,000
Construction
Renovate PGH, Phase 2 New 14,445,151
Construction
Renovate Building 122, WSH Improvement 9,136,126
Renovate Cottages, Phase 1, SWVTC Improvement 6,372,000
Renovate Buildings 15 and 16, CVTC Improvement 8,160,000
Renovate Building 94, CSH Improvement 5,854,000
Demolition of Abandoned Buildings, Phase 2 Improvement 2,672,000
TOTAL 2004-2006 Capital Request $84,575,590
2006-2008 Biennium
Life Safety Code Compliance, Phase 4 Improvement 8,361,000
Boilers, Steamlines, HVAC, Phase 7 Improvement 10,592,000
Food Service Modifications, Phase 4 Improvement 9,113,300
Repair/Replace Site Utilities, Phase 3 Improvement 1,870,000
ADA and Site Access Improvement, Phase 3 Improvement 1,072,000
Cottage Replacement, Phase 3, SEVTC New 5,039,000 | Final phase
Construction
Renovation of Cottages, Phase 2, NVTC Improvement 5,459,670 | Cottages 5 and 6
Renovate Cottages, Phase 2, SWVTC Improvement 3,485,000
Renovate Buildings 113 and 116, WSH Improvement 14,007,590
Renovate Building 93, CSH Improvement 6,288,000
Renovate Buildings 17 and 18, CVTC Improvement 8,263,000
Construct Patient Activities Bldg., CSH New 3,137,000
Construction
Planning for Renovationsto NVMHI New 13,790,000 | Renovate front, construct
Construction parking and administration
areas
Demolition of Abandoned Buildings, Phase 3 Improvement 2,461,000
TOTAL 2004-2006 Capital Request $92,938,560
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DMHMRSAS Budget Initiative for Facility Energy Costs

New Motors The Department has replaced large motors that required heavy electrical loads and extremely large
energy amounts to start with variable speed motors that can come up to speed without the intense electrical usage.

Re-lamping The facilities have removed old two and four tube florescent light fixtures and ballasts and replaced
them with T8 fixtures. These fixtures use significantly less power and provide a better light.

Boiler Replacements The Department’ s boilers were all approximately 40 years old and grandfathered as to
pollution controls and air emissions. Most were coa burning and required staffing around the clock, seven days a
week. All but one plant has been converted to gas, gas/ail, or oil burning boilers with high efficiency ratings.
Updated plants can be monitored by a modem and run by an energy maintenance management software program
monitored from one source, eiminating plant staffing.

Chiller Replacement Most facility air-conditioned buildings were air conditioned over twenty years ago. The
Department is replacing these old inefficient chillers for more efficient systems as fast as financially possible.

Seam line Repair The Department has begun a repair, replacement, and asbestos removal or abatement project to
replace old and leaking steam lines, traps, vaves, and condensate return lines. This effort is providing more than
ample steam with less demand on the new boilers. It is aso receiving the hot condensate return at a higher rate,
which means that the boilers need less water and chemicals for water treatment.

Trap Maintenance Plan Associated with the steam line repairs, condensate return, and the removal or abatement of
ashestos within the tunnels, the Department can now have a trap testing and maintenance plan. Thiswill alow for
traps to be removed or repaired instead of alowing the steam to blow by.

Window Air_Conditioning The Department is dowly improving the structures that are now being cooled with
window air conditioners by installing central air systems. Window air conditioners are heavy energy users.

Ice Storage The Department is making and storing ice at night when the cost of eectricity isthe lowest. Thisiceis
used to cool the facility during the day. This reduces the electrical load from chillers during the day, thereby saving
expensive daytime energy.

Duct Cleaning and Insulation Where the Department has repaired or replaced air conditioning ducts, it is cleaning
the duct system and repairing the insulation. This makes for cleaner air and dlows the air to circulate freely from
the duct system, requiring less air to cool the area.

Energy Maintenance Management Systems With every new or renovated heating or ar conditioning system, the
Department isinstalling a digital monitoring system connected to a PC and operated by a software system. This
system monitors room conditions and generates an alarm when there are problems with the equipment. It locates
the problem, so that awork order can be printed.

Commissioning Since the directive to save energy, the Department has contracted with a commissioning
engineering firm to come in at the completion of any project involving heating or air conditioning and
“commissions’ the project. Control engineers operate every fan and motor to verify that the project operates
exactly as designed. Thisis intended to prevent problems after the general contractor has completed work. By
starting with a verified system, the Department saves time, money and energy.

PACRAT Software “Pacrat” is anew software program designed by the Departments commissioning engineer. Itis
the first program in the nation to analyze and evaluate information created by the energy management system. Once
amonth Pacrat will to creste and print a report explaining whether the system is still operating as designed. If an
anomaly is discovered, the program will explain the reason for the anomaly and how it can be corrected. This
systemisin the “pilot” stage at two facilities. It will be funded by a grant from Virginia Power and run by DMME.

MP-2 MP-2 is a computerized maintenance management system that will create daily work orders for each trade
onceitisfully ingtalled at each facility. Through the use of this management tool, filters get changed on time and
repairs are made, al of which save the Department energy and operating funds.

Steam Pressure Reductions As the census of state facilities has been reduced, the Department has been able to
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close buildings, thereby reducing demands for steam. Steam pressure requirements should be sufficient to convert
steam to hot water in each building. Reductions in steam pressure allow for fuel savings thus saving energy.
Closing Buildings Closing buildings by completely removing al furniture and equipment, draining the plumbing
including the sprinkler systems, and shutting off water, electricity, and steam has results in energy savings.

New Generators The Department has installed some standby emergency power generators. Previoudly, a number of
facilities with sufficient generator capacity to meet the standard required by Virginia Power entered into a SGVA
contract that enabled the facility to run its generators and take certain buildings off-line when the utility needed
power. For this, the facility received a monthly check. Now facilities use their generators on hot days to prevent
peaking on electricity. This power shaving keeps the amount that the facility pays per kilowatt lower al year.

Reinsulation of piping In the past, insulation for chilled and hot water was alowed to fal off or remainin a
damaged condition because the insulation contained high concentrations of asbestos fibers. With asbestos
abatement funds, the Department removed this material and properly reinsulated the piping, thereby saving energy.

Replacement of Refrigeration Equipment Walk-in refrigerators and freezers boxes at the facilities were installed
when the food service buildings were built. Many of the eectric motors and compressors were 30 to 40 years old
and were high-energy users and high maintenance. The worst of these units have been replaced with new units with
better insulation and energy saving motors and compressors. However, older equipment at amost al facility food
service kitchens need replacement.

Golf Carts Where feasible the facilities are replacing pick up trucks with golf carts for maintenance, food deliveries,
mail deliveries, and general maintenance travel around the facility. With trailers and covered cabs, these small
motored carts are saving on the high maintenance of trucks and fuel.

Cooling Tower Replacement With age, cooling towers decline in their ability to cool water used to create some air
conditioning. Also the cooling tower vanes were often constructed of asbestos. With asbestos abatement funds, the
Department is replacing some of these towers with new and more efficient towers, thus saving energy.

Windows and Doors Many older facilities were constructed with steel casement windows and single strength glass
that has no insulation value. Windows in some of these facilities have been replaced with auminum thermal break
frames, with tempered double insulated glass. The Department is also replacing poorly constructed and uninsulated
exterior doors. Recently constructed facilities have these energy saving features.

Gas Brokerage Five years ago, the Department began to purchase gas at the well head through a gas broker. The
Department of Corrections, Community Colleges, universities, and cities and towns have subsequently joined the
Department’ s contract to allow even larger reductions in the cost of gas. This project has saved the Department and
the Commonwealth millions of dollars.

Electrical Metering and Real Time Monitoring This*pilot project” will become a requirement when deregulation of
electricity becomes aredity. Thisis not an energy saving means but it will alow for energy use monitoring.

Electrical Contract In 1998 and 1999, the Department joined with the Department of Mines Minerals and Energy
in negotiating a five-year kilowatt hour frozen rate with Virginia Power. This contract will extend through the first
few years of deregulation, alowing the Department to become knowledgeable about negotiations for deregulated
electricity.

Roof Insulation This Department is mandated to use its maintenance reserve monies first to repair or replace
leaking roofs. As each roof is repaired or replaced, a new layer of rigid insulation is installed. The Department is
using more EPDM rubber roofs on structures. Thisis agood roof for less money. To protect the black rubber from
the sun, the Department is applying a white hypaon coating to reflect the sun and maintains a cooler “attic’ area.

Ozone Laundries By usng ozone in the laundry water, the Department has been able to reduce water temperatures,
needed chemicals, water/sewer, and power plant steam load. All of these reductions amount to approximately a
45% savings in non-labor operating cost to the facilities. An unexpected savings was the extended life of the
flatware linens because the reduced bleach no longer bresks down the linen fibers. Additionally, one facility’s
laundry has water recycling equipment that will save more energy.
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Appendix H

Terrorism-Reated Mental Service and I nfrastructure Resour ce
Requirements

Mental Health and Substance Abuse Service and Infrastructure Enhancements Proposed in
VirginiaTerrorismRelated Mental Health Needs Assessment submitted by the Department
tothe U.S. Department of Health and Human Services on November 26, 2001

Title Proposed Required Funds Annualized
Response/Outcome MH SA Tota
SPIRIT Implementation Operational costs for 4 4,000,000 4,000,000
teams
Residential Crisis Five 8-bed regional 3,361,680 3,361,680
Stahilization programs
Emergency Services 36 FTEs in addition to those 3,026,025 3,026,025
requested by four Northern
VirginiaCSBs
Outpatient Mental Health | 44 treatment FTESin 4,137,232 4,137,232
Services addition to those requested
by four Northern Virginia
CSBs
MH Case Management 38 case managers in addition 2,794,634 2,794,634
Services to those requested by two
Northern Virginia CSBs
SA Case Management 40 case managers, one per 2,941,720 2,941,720
Services CSB
CISM Targeted Follow- 18 CISM clinical staff in 1,692,504 1,692,504
Up addition to those requested
by two Northern Virginia
CSBs
Media and Public Service | Campaign modeled after 500,000 500,000
Announcements Oklahoma City experience
(24 months post disaster)
Behaviora Consultation Expand to meet the needs of 600,000 600,000
Services individuas with mental
retardation
Psychiatric Services 22,767 hours across the 40 3,794,500 3,794,500

CSBs in addition to those
requested by two Northern
Virginia CSBs
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Title Proposed Required Funds Annualized
Response/Outcome MH SA Totd

Substance Abuse 46 clinical FTEs in addition 3,623,974 3,623,974
Outpatient Services to those requested by two

Northern Virginia CSBs
SA Diversion From 1,360 individuas in addition 1,702,040 1,702,040
Emergency Rooms to that requested by one

Northern Virginia CSB
In-Home Services for 1 FTE at 24 CSBs (in 3,132,210 3,072,491 6,204,701
Children, Adolescents, addition to that requested by
and Families one Northern Virginia CSB)

and 4 FTE in-home teams at

15 CSBs
Increased PACT 1 FTE SA specidist at 15 1,181,730 1,181,730
Capacity existing PACT teams
Specidized Assertive 2 specialized assertive 1,700,000 1,700,000
Community Treatment treatment teams for MI/SA
for MI/SA Consumers consumers
Residential and Respite Expand residentiad and 1,000,000 1,000,000
Services for Children, respite services to serve an
Adolescents, and Families | additional 200 children or

adolescents
Menta Health Tertiary 38 FTEs in addition to those 2,854,522 2,854,522
Prevention Services reguested by two Northern
(New Mission) VirginiaCSBs
Substance Abuse 46 FTEs in addition to those 3,455,474 3,455,474
Prevention Services reguested by two Northern

VirginiaCSBs
Training of Response Targeted training for MH 112,500 112,500 225,000
Professionals and and SA professionals and
Registry new centralized registry of

trained professionals

[The Department received

$150,000 for training from

SAMHSA]
Prevention Training and University-based prevention 500,000 500,000
Technica Assistance center for training and

technical assistance
Disaster Preparedness 1 full-time disaster 100,000 100,000

and Recovery Planning
and Coordination

coordinator position in the
Department plus support
costs
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Title Proposed Required Funds Annualized
Response/Outcome MH SA Totd
Agency Infrastructure 8 FTEs in the Department to 388,491 360,276 748,767
Requirements support planning, data
collection, evaluation,
training coordination,
monitoring, and project
management
1 FTE Facility Disaster
Operations Manager
STATEWIDE SERVICE AND SYSTEMIC | $31,494,298 | $ 18,650,205 | $ 50,144,503
ENHANCEMENTS TOTAL
NORTHERN VIRGINIA RESPONSE REQUESTS | $ 2,703,072 $988,183 | $ 3,691,255
GRAND TOTAL | $34,197,370 | $19,638,388 | $ 53,835,758
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Appendix |

Glossary of Department and Services System Terms and Acronyms

Acronym/Term Name

AA
AAMR
ABM
ABS
ACT
ADA
ADA
ADC
ADRDA
ADSCAP
AHCPR
ALF
ALOS
AMA
AOD
AODA
APA
APA
Arc of Virginia
ARR
ASAM
ASl
ATOD
ATTC
AWOP
BHA
C&A
CAFAS
CAMI
CARF
CASSP
CCCA

CH
CHAP
CHRIS
CLAS
CM
CMHS

Alcoholics Anonymous

American Association on Mental Retardation
Activity Based Management

Adaptive Behavior Scae (MR)

Assertive Community Treatment

Americans with Disabilities Act (U.S)

Assistant Director Administrative (State Facility)
Average Daily Census

Alzheimer=s Disease and Related Disorders Association
AIDS Control and Prevention Project

Agency for Health Care Policy and Research
Assisted Living Facility (formerly Adult Care Residence)
Average Length of Stay

Against Medical Advice

Alcohol and Other Drugs

Alcohol and Other Drug Abuse

American Psychiatric Association

American Psychological Association

Association for Retarded Citizens of Virginia
Annual Resident Review

American Society of Addiction Medicine

Alcohol Severity Index

Alcohol, Tobacco and Other Drugs

Mid-Atlantic Addiction Transfer Center

Absent Without Permission

Behavioral Hedlth Authority

Child and Adolescent

Child and Adolescent Functional Assessment Scale
Chemically Addicted/Mentaly Il (dual diagnosis)
Commission on Accreditation of Rehabilitation Fecilities
Child and Adolescent Service Systems Program

Commonwealth Center for Children and Adolescents (formerly DeJarnette Center)

(located in Staunton)

Catawba Hospital (locaed near Salem)

Child Health Assistance Program

Comprehensive Human Rights Information System (DMHMRSAS)
Culturally and Linguistically Appropriate Services (standards)

Case Management

Center for Mental Health Services (U.S.)
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CMS

CcoO
Cadlition
COBRA
CODIE
COPN
CPl
CPMT
caQl
CRF
CRIPA
CSA
CSAP
CSAT
CSB
CSH
CcsP
CSss
CVTC
DAP
DARC
DCHVP
DCJS
DD
DDHH
DITS
DJJ
DFA
DFM
DHCD
DHHS
DHQC
DI
DMAS
DMHMRSAS

DOC
DOE
DOJ
DP
DPSP
DRGs
DRS

Centers for Medicare and Medicaid Services (U.S.) (formerly Health Care Financing
Administration)

Central Office (DMHMRSAYS)

Caadlition for Mentally Disabled Citizens of Virginia
Comprehensive Omnibus Budget Reconciliation Act (aso OBRA)
Central Office Data and Information Exchange (DMHMRSAS Intranet)
Certificate of Public Need

Consumer Price Index

Community Policy and Management Team

Continuous Quality Improvement

Classification Rating Form (MH-Adult)

Civil Rights of Ingtitutionalized Persons Act

Comprehensive Services Act for Troubled Children and Y outh
Center for Substance Abuse Prevention (U.S.)

Center for Substance Abuse Treatment (U.S.)

Community Services Board

Central State Hospital (located in Dinwiddie)

Community Support Program

Community Support System

Central Virginia Training Center (located near Lynchburg)
Discharge Assistance Project

Divison of Administration and Regulatory Compliance (DMHMRSAS)
Domiciliary Care for the Homeless Veterans Program
Department of Criminal Justice Services (Virginia)
Developmentally Disabled or Developmenta Disabilities
Department for the Deaf and Hard of Hearing (Virginia)

DRVD Incident Tracking System

Department of Juvenile Justice (Virginia)

Divison of Financia Administration (DMHMRSAYS)

Division of Facility Management (DMHMRSAS)

Department of Housing and Community Development (Virginia)
Department of Health and Human Services (U.S.) (or HHS)
Divison of Hedlth and Quality Care (DMHMRSAYS)
Departmental Instruction

Department of Medical Assistance Services (Virginia)
Department of Mental Health, Mental Retardation and Substance Abuse Services
(Virginia)

Department of Corrections (Virginia)

Department of Education (Virginia)

Department of Justice (U.S.)

Division of Programs (DMHMRSAS)

Division of Programs for Special Populations (U.S.)
Diagnosis-Related Groups

Department of Rehabilitative Services (Virginia)
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DRVD Department for the Rights of Virginians with Disabilities (Virginia)

DSM-IV Diagnostic and Statistical Manual (Mental Disorders), Fourth Edition
DVH Department for the Visually Handicapped (Virginia)

ECA Epidemiologic Catchment Area

ECO Emergency Custody Order

El Early Intervention

EIA Early Intervention Assistance

EMTALA Emergency Medica Treatment and Active Labor Act
EPSDT Early and Periodic Screening, Diagnosis, and Treatment

ER Emergency Room

ESH Eastern State Hospital (located in Williamsburg)

FAPT Family Assessment and Planning Team

FAS Fetal Alcohol Syndrome

FFP Federal Financia Participation (Medicaid)

FFS Fee-for-Service

FFY Federal Fisca Year

FHA Federal Housing Administration (U.S.)

FMLA Family and Medical Leave Act

FMS- 11 Financial Management System (DMHMRSAYS)

FRP Forensic Review Panel (DMHMRSAS)

FTE Full Time Equivalent

GAF Global Assessment of Functioning

HCB Home and Community-Based (Medicaid MR Waiver)
HGTC Hancock Geriatric Treatment Center (at Eastern State Hospital in Williamsburg)
HIE Homeless Information Exchange

HIPAA Health Insurance Portability and Accountability Act of 1996
HJR House Joint Resolution

HMO Health Maintenance Organization

HPR Hedlth Planning Region

HPSA Health Professional Shortage Area

HRDM Office of Human Resources Development and Management (DMHMRSAYS)
HRIS Human Resources Information System (DMHMRSAYS)
HRSA Health Resources and Services Administration (U.S.)

HSA Health Services Area

HUD Housing and Urban Development (U.S.)

HVAC Heating, Ventilation, and Air Conditioning

HWDMC Hiram W. Davis Medical Center (located in Dinwiddie)

&R Information and Referral

IAPSRS International Association of Psychosocial Rehabilitation Services
ICAP Inventory for Client and Agency Planning (MR)

ICD International Classification of Diseases

ICES Integrated Client Events System (DMHMRSAYS)

ICF/MR Intermediate Care Facility for the Mentally Retarded

ICT Intensive Community Treatment
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IDEA
ILPPP
ISP

IP

IPA

1Q

IS

ISN
JCAHO
JCBHC
JCHC
LEP
LGD
LHRC
LOF
LOS
LSC
LTC
MCH
MCO
MDR
Medicaid DSA
Medicaid DSH
MH
MHA-V
MHI
MHPC
MHPRC
MHSIP
MIC
MICA
MI/MR
MI/SA
MMWR
MR
MR/MI
MR Waiver
MUA
NA
NAEH
NAFARE
NAMI

Individuals with Disabilities Education Act
University of Virginia Institute of Law, Psychiatry and Public Policy
Individualized Services Plan

I npatient

Independent Practice Association

Intelligence Quotient

Information Systems

Integrated Service Network

Joint Commission on Accreditation of Healthcare Organizations
Joint Commission Behavioral Health Care
Joint Commission on Health Care

Limited English Proficient

Local Government Department (a type of CSB)
Local Human Rights Committee

Level of Functioning

Length of Stay

Life Safety Code

Long Term Care

Maternal and Child Health

Managed Care Organization
Multidrug-Resistant

Medicaid Disproportionate Share Adjustments
Medicaid Disproportionate Share Hospital
Menta Hedth

Mentd Health Association of Virginia

Mental Hedlth Ingtitute

Mental Health Planning Council

Mental Health Policy Resource Center

Mental Health Statistics Improvement Program
Maternal and Infant Care

Mentaly 1ll/Chemical Abuser (dual dagnosis)
Mentaly Ill/Mentally Retarded (dual diagnosis)
Mentally I11/Substance Abuser (dual diagnosis)
Morbidity and Mortality Weekly Report

Mental Retardation

Mentaly Retarded/Mentally 1l (dual diagnosis)
Medicaid Mental Retardation Home and Community-Based Waiver
Medicaly Underserved Area

Narcotics Anonymous

National Alliance to End Homelessness
National Association for Family Addiction, Research and Education
Nationa Alliance for the Mentally 11l
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NAMI -VA
NAPH
NAPWA
NASADAD
NASDDDS
NASMHPD
NASTAD
NCADD
NCADI
NCCAN
NCH

NCS

NF

NGF

NGRI
NHCHC
NHIS-D
NHSDA
NIAAA
NIDA

NIH

NIMH
NVMHI
NVTC
OAE

OAG
OAMC
OAS

OB

OBRA

OCA
OCAR
ocC
OFRC
OFS
OFS
OGM
OHRts
OlA
OIG
OIM

Nationa Alliance for the Mentally Il - Virginia

National Association of Public Hospitals

National Association of People with AIDS

Nationa Association of State Alcohol and Drug Abuse Directors
National Association of Directors of Developmental Disabilities Services
Nationa Association of State Mental Health Program Directors
National Alliance of State and Territorial AIDS Directors
National Council on Alcoholism and Drug Dependence
National Clearinghouse for Alcohol and Drug Information
National Center on Child Abuse and Neglect

National Coalition for the Homeless

National Comorbidity Survey

Nursing Fecility

Non-general Funds

Not Guilty by Reason of Insanity

Nationa Health Care for the Homeless Council

National Health Interview Survey Disability Supplement
Nationa Household Survey on Drug Abuse

Nationa Institute on Alcohol and Alcohol Abuse (U.S.)
National Institute on Drug Abuse (U.S.)

National Institute of Health (U.S))

National Ingtitute on Mental Health (U.S))

Northern Virginia Mental Health Institute (located in Falls Church)
Northern Virginia Training Center (located in Fairfax)

Office of Architectural and Engineering Services (DMHMRSAYS)
Office of the Attorney General (Virginia)

Office of Accreditation and Medical Consultant (DMHMRSAS)
Office of Administrative Services (DMHMRSAS)

Budget Office (DMHMRSAYS)

Omnibus Budget Reconciliation Act of 1989

Organic Brain Syndrome

Office of Consumer Affairs (DMHMRSAYS)

Office of Cost Accounting and Reimbursement (DMHMRSAYS)
Office of Community Contracting (DMHMRSAYS)

Office of Financial Reporting and Compliance (DMHMRSAS)
Office of Forensic Services (DMHMRSAS)

Office of Fisca Services(DMHMRSAYS)

Office of Grant Management (DMHMRSAS)

Office of Human Rights (DMHMRSAYS)

Office of Internal Audit (DMHMRSAS)

Office of the Inspector General (Virginia)

Office of Investigations Management (DMHMRSAYS)
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OITS Office of Information Technology Services (DMHMRSAS)

oL Office of Licensing (DMHMRSAS)

OLIS Office of Licensure Information System (DMHMRSAS)
OLPR Office of Legidation and Public Relations (DMHMRSAYS)
OMHRC Office of Minority Health Resource Center (U.S.)

OMHS Office of Mental Health Services (DMHMRSAS)

OMRS Office of Mental Retardation Services (DMHMRSAYS)
ONAP Office of National AIDS Palicy (U.S)

OPD Office of Planning and Development (DMHMRSAYS)
ORE Office of Research and Evaluation (DMHMRSAS)

oQl Office of Quality Improvement (DMHMRSAYS)

OoQM Office of Quality Management (DMHMRSAS)

OoP Outpatient

ORLA Office of Risk and Liability Affairs (DMHMRSAS)
OSAS Office of Substance Abuse Services (DMHMRSAYS)
OSHY Outreach Services for Homeless Y outh

oT Occupationa Therapy

OUR Office of Utilization Management (DMHMRSAS)

PACCT Parents and Children Coping Together

PACT Programs of Assertive Community Treatment

PAIMI Protection and Advocacy for Individuals with Mental 1llnesses Act
PAIR Parents and Associates for the Institutionalized Retarded
PASARR Pre-Admission Screening/Annua Resident Review

PATH Projects for Assistance in Transition from Homelessness (federal grant)
PBPS Performance-Based Prevention System

PEATC Parent Educational Advocacy Training Center

PGH Piedmont Geriatric Hospita (located in Burkeville)

PHA Public Health Association

PHS Public Health Service (U.S)

PKI Public Key Infrastructure

PL Public Law (U.S)

PMPM Per Member Per Month

POIS Purchase of Individualized Services

POMS Performance and Outcomes Measurement System (DMHMRSAS)
Pony Walls Half-Height Walls in State Facility Patient Living Areas
POS Purchase of Services

PPAC Prevention and Promotion Advisory Council

PPC Petient Placement Criteria

PPO Preferred Provider Organization

PPW Pregnant and Postpartum Women

PRAIS Patient Resident Automated Information System (DMHMRSAYS)
PRC Perinatal Resource Center
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PRWOA
PSR

PT
PTSD
PWA
QA

Ql
QMHP
QMRP
Region |
Region 11
Region 11
Region 1V
Region V
RM

SMSA
SNF

SPMI

SPO

SRO

SSA

SSDI

SS

State Board
STD

Personal Responsibility and Work Opportunity Act of 1996
Psychosocia Rehabilitation

Physical Therapy

Post Traumatic Stress Disorder

Persons with AIDS

Quality Assurance

Quality Improvement

Qualified Mental Health Professional

Quality Mental Retardation Profession

Northwest Virginia

Northern Virginia

Southwestern Virginia

Centrd Virginia

Eastern Virginia

Risk Management

Substance Abuse

Substance Abuse and Addiction Recovery Alliance

Shelter Plus Care

Substance Abuse Certification Alliance of Virginia
Substance Abuse and Mental Health Services Administration (U.S.)
Substance Abuse Needs Assessment Project

Substance Abuse Prevention and Treatment (Block Grant)
Substance Abuse Residential Purchase of Services
Substance Abuse Treatment Outcome Evaluation

State Executive Council (of Comprehensive Services Act ACSAf)
Serious Emotional Disturbance

Southeastern Virginia Training Center (located in Chesapeake)
State General Funds

State Human Rights Committee

Senate Joint Resolution

State Mental Health Authority

Serious Mental 1lIness

Standard Metropolitan Statistical Area

Skilled Nursing Facility

Serious and Persistent Mental 1liness

State Plan Option (Medicaid)

Single Room Occupancy

Socia Security Administration (U.S.)

Social Security Disability Insurance

Supplemental Security Income

State Mental Health, Mental Retardation and Substance Abuse Services Board
Sexualy Transmitted Disease
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SVMHI
SVP
svVTC
SWVBHB
SWVMHI
SWVTC
TANF
TB

TBI

TC
TDO
TIP
TQI
TQM
TWWIIA
UAI

UM

UR
URICA
VACSB
VACO
VADAC
VADAP
VAHA
VAHMO
VALHSO
VANHA
VASAP
VASH
VATTC
VCAT
VDMDA
VEC
VHHA
VHCA
VICH
VIPACT
VML
VPN
VR
WSH

Southern Virginia Mental Health Ingtitute (located in Danville)
Sexually Violent Predator

Southside Virginia Training Center (located in Dinwiddie)
Southwest Virginia Behaviora Health Board

Southwestern Virginia Mental Health Institute (located in Marion)
Southwestern Virginia Training Center (located in Hillsville)
Temporary Assistance for Needy Families (federal block grant)
Tuberculosis

Traumatic Brain Injury

Training Center

Temporary Detention Order

Treatment Improvement Protocols (CSAT)

Total Quality Improvement

Total Quaity Management

Ticket to Work and Work Incentives Act of 1999

Uniform Assessment | nstrument

Utilization Management

Utilization Review

University of Rhode Island Change Assessment | nstrument
Virginia Association of Community Services Boards
Virginia Association of Counties

Virginia Association of Drug and Alcohol Abuse Counselors
Virginia Association of Drug and Alcohol Programs
Virginia Adult Home Association

Virginia Association of Health Maintenance Organizations
Virginia Association of Local Human Services Officias
Virginia Association of Nonprofit Homes for the Aging
Virginia Alcohol Safety Action Program (Commission on)
Veterans Administration Supported Housing

Virginia Addictions Technology Transfer Center

Virginia Council on Assistive Technology

Virginia Depressive and Manic-Depressive Association
Virginia Employment Commission (Virginia)

Virginia Hospital and Healthcare Association

Virginia Health Care Association

Virginia Interagency Council on Homelessness

Virginia Ingtitute for Professional Addictions Counselor Training
VirginiaMunicipa League

Virtual Private Network

Vocationa Rehabilitation

Western State Hospital (located in Staunton)
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Appendix J
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